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Introduction to the Portfolio.
This portfolio contains a selection of work completed during the practitioner doctorate 
course in psychotherapeutic and counselling psychology at the University of Surrey. I 
include academic and research work as well as details of the placements in which I 
have trained and the experiences and reflections that have contributed to my 
development as a counselling psychologist. These different elements of the training 
are reflected through the three dossiers of which this portfolio is comprised: academic, 
therapeutic practice and research.
The academic dossier contains essays I wrote during the course: one on childhood and 
adolescent bullying for the developmental module of the first year; an essay on 
therapy for Obsessive Compulsive Disorder and an essay that focused on the 
therapeutic relationship in Cognitive Behavioural Psychology. The practice dossier 
details the placements I trained in during the course and contains my final clinical 
paper, in which I review my current thinking on therapeutic practice, accounting for 
the experiences and beliefs that contribute to it and the challenges and reflections that 
have influenced its formation. The research dossier contains three research reports 
concerned with my interest of Evidence Based Practice and its influence on 
practitioners.
As this portfolio is a document the public can access, the identities of clients, 
supervisors, research participants, services, and organisations have been protected 
throughout.
For the remainder of this introduction I intend to illustrate how I made sense of the 
different elements of the course by linking them with my personal and professional 
experiences. I hope my analysis of my experiences will provide insight into my 
development, beliefs and ideals as a professional.
I am the only child of a small family that has suffered mental health difficulties. 
Growing up in an atmosphere of depression and frustration fostered in me a desire to 
help improve the sense of wellbeing in other people as well as a hope and an 
optimism that life could be more happy and stable for people in such circumstances. 
My desire to heal was a continuous strand in much of my early thinking. I have 
always been interested in jobs in the caring professions and when psychology, 
psychotherapy and counselling were first introduced to me, they seemed to resonate 
with the common denominator in all of the careers I had considered: the improvement 
of people’s well-being though a stable therapeutic relationship. During my 
undergraduate degree I volunteered to work for mental health charities and student 
welfare organisations in order to increase my experience of assisting through 
listening. At this stage I had not considered what course my desire to practice therapy 
would take, whether in clinical or counselling psychology or in psychotherapeutic or 
counselling training. I was, at that stage, more concerned with completing my 
undergraduate degree and trying to increase my knowledge and experience of 
therapeutic and listening skills.
Towards the end of my degree my interest in therapy lead me to research existential 
psychotherapy for a final year dissertation. It was a wonderful and stimulating 
experience to be able to discuss and investigate practice and theory with such
knowledgeable practitioners. I also learned of a very different perspective to the 
clinical psychology that I encountered on my first degree. Existential psychotherapy, 
as described by my participants, seemed less definite, structured and rigid than 
clinical approaches and had a mystical feel about it which seemed to emanate from 
the focus on the relationship, the clients’ experiences and the struggle, endeavour and 
complexity of understanding them.
The emphasis on the therapeutic relationship very much appealed to me and when I 
considered that the counselling psychology course offered many different and diverse 
perspectives on therapy and the therapeutic relationship, I felt excited about what 
these perspectives could offer.
This started my relationship and career in counselling psychology. My desire to 
practice therapy reveals several of my characteristics which I feel are reflected in the 
work I have done. The desire to help others is something at the very heart of my place 
in counselling psychology and I feel elements of that vocation are reflected in my 
interest in EBP, and with my own idea of effectiveness in my final clinical paper. My 
curiosity is with what works, how best to use the skills I have developed to promote 
improvement in clients and what the position of bodies who espouse EBP say about 
the process. As I write in the final clinical paper, my view of effectiveness is 
inherently linked with the type of relationship used. This is a reflection of the interest 
that took me into counselling psychology: healing within a therapeutic relationship. 
This is also reflected in my 3^  ^year essay concerned with the levels of the therapeutic 
relationship in CBT. The desire to heal within such relationships also perhaps stems 
from my own worldliness: therapy has offered some insight into healing others as part
of healing myself, of giving and gratifying some of the things I feel I didn’t have in 
my own development. Some processing of this can perhaps be seen in the 
explorations I make in my first year essays. OCD and bullying were both themes in 
my life and these essays perhaps reflect my attempt to conceptualise them according 
to my training in psychology.
Further to my specific desire to praetice therapy, I think my parents’ careers as 
teachers has been a considerable influence on m e .. My upbringing was very much 
influenced by my parents’ academic careers, and the way they valued critical 
appraisal, the appreciation of different perspectives, a respect for authority, effort and 
achievement. I feel this instilled in me the capacity to consider different perspectives 
in situations and most often doing so in situations in order to achieve understanding 
and empathy with those people involved in them. I also feel, perhaps contradictorily, 
more authoritarian elements of my upbringing left a tension between conformism and 
rebellion within me, between the rewards and recognition I received when I was 
obedient and successftil and more difficult times when I disagreed with authority.
I think my research work involving Evidence Based Practice (EBP) illustrates this 
appreciation of different perspectives and my relationship with authority. Both in the 
literature review and through the experiences of my research participants, I explore 
the many different views and perspectives on EBP and how peoples’ experiences and 
perceptions towards it causes them to act. It was very interesting to witness how 
peoples' views of EBP were formed as they were exposed to it more and more, how it 
fitted in with their own counselling approaches and how it influenced their behaviour 
in relation to EBP. It was also very interesting to see how this seemed to influence
their experience of behaving in relation to EBP, with a plethora of 
“resistant/compliant” experiences: how some participants, sometimes despite their 
beliefs, ‘bought’ wholeheartedly into EBP and what it espoused and how others found 
themselves adopting very contrary positions.
To give some appreciation of my changing view of EBP during the course, I have not 
changed the reflections I made at the time of writing each research report. Reading 
them now it is clear to see a progression in my thinking on EBP, from initially feeling 
threatened by it, to feeling angered by it, and then being more objective about it when 
finding EBP had many manifestations through its different applications by teams and 
managers, with different interpretations on EBP that I felt more and less reconciled to. 
As I reflect in my final research report, where I feel EBP is applied tentatively and 
where the judgement and independence of the clinician is retained, I feel comfortable 
with EBP being a positive force in my work with clients. I fear though, in situations 
where it seems EBP might be applied rigidly and without reference to the needs of the 
client, compliance would be enforced and I would feel resistant towards it.
I feel personal therapy has contributed to my understanding of the intensity of some of 
the reactions I had towards EBP in the reflections I made and also in the 
conformist/rebellious division that I felt sometimes characterised my responses and 
my relationships with authority. My personal therapy brought into my consciousness 
the split I made between being conformist and being a rebel; that as soon as I 
disagreed with anything I perceived myself to be rebelling to a controversial degree. 
By implication, while thinking of myself as a rebel, those that demanded conformity 
were cruel, unkind and unreasonable. I think this was the way that I thought of EBP
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and why it brought about such strong feelings of threat and anger in me before I 
realised how I positioned myself in these circumstances: that EBP would in the future 
need my absolute compliance and that disagreement with any part of it would render 
me an outcast. In my final reflections, which came after I had been in personal therapy 
and this split was spoken about in connection with other areas of my life, I noticed 
within myself a more matter of fact approach to Evidence Based Practice; a more 
balanced appreciation in which I considered more objectively situations in which 
where I disagreed with its application and others in which I felt it had been more 
sensibly applied. I no longer characterised EBP as some persecuting institution, nor 
was my response to it based on such a characterisation but I could now identify some 
circumstances where I felt its qualities were more or less conducive to successful 
clinical work.
The idea of “the other” being persecuting possibly arises from my experiences of 
bullying, as well as authority being used unfairly and oppressively. I was bullied a 
number of ways throughout most of my time at school, with varying levels of 
severity. It seemed like an obvious and interesting subject to research when it came to 
studying for an essay for the developmental module of the first year.
I think bullying was one of the experiences that left me with a great dislike of 
prejudice. Although my upbringing had always taught me to treat people equally, my 
experiences of being isolated and being victimised cemented firm feelings no one 
should be treated that way. My sentiments often value unity, cohesion and co­
operation.
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I read this as a strand in all of my work. I have already mentioned my research work 
as being about seeing different perspectives on EBP. Some of my early reflections on 
EBP speak of the threat and anger I felt because I found it prejudicial. I considered 
that it isolated individuals that think differently from its philosophy and modus 
operandi. Later reflections incorporate EBP more though and I think this is based on 
my desire not to resort to a counter position, to exclude and condemn EBP. I see it at 
heart as being a worthy endeavour but a complicated one which, if applied sensitively 
and broadly, has the potential to unify and not exclude.
Methodologically, I think the understanding of therapy I explain in my final clinical 
paper is also influenced by not wanting to exclude different models of therapy. At 
times I have had reservations towards the different models taught and practised during 
each year of the course: humanistic therapy brought the challenge of whether some 
clients would need a more interventionalist approach; after a year in practising 
humanistic therapy I was concerned that the psychodynamic approach would be cold 
and unsupportive; and after a year practising psychodynamic therapy it was difficult 
to see how CBT could offer the depth of insight and reparation with such 
interventional methods. With CBT there also seemed to be the added pressure and 
suspicion of the therapy associated with the prospect that I would be practising it in 
the future because of EBP’s influence in the NHS. This brought appraisals of its use 
into close scrutiny and I felt I was suspicious of the ways in which CBT was 
represented as a therapy of choice through the work I had done on representations for 
my second year research. Despite this though, whilst grappling with how to make 
these different therapeutic methods mine, I felt a hope and confidence that once I 
established my own way of using them they would be helpful to my clients. This was
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based partly on the fact that I knew other therapists used these methods effectively 
and also that every year, which focused and worked on one particular model, 
presented clients that did not fit it particularly well with that method and who I felt 
needed therapies that I was yet to use or which I had practised in a previous year. 
These kinds of clients taught me most about what I felt was effective in therapy and 
so I used them as examples in my final clinical paper. My tendency not to want to 
dismiss and isolate, and a recognition that different philosophies and approaches 
maybe helpful, leads to my particular therapeutic approach that incorporates lots of 
different methods and uses them in ways which I feel suits best the relational needs of 
the client.
To conclude, I hope this has contextualised the work I have submitted according to 
my make-up as a person and a practitioner: a hopefulness for improvement, stability 
and happiness; a desire to unify and incorporate; a desire to appreciate other 
perspectives; an emphasis on the relationship and empathy; a willingness to appraise 
and criticise; and a respectfulness for clients and their experiences. I hope the reader 
finds these qualities will be reflected through the work in the three dossiers of the 
folder.
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Academic Dossier.
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Academic Dossier.
This academic dossier is comprised of essays I submitted to assess my understanding 
of some of the taught modules of the course.
In the first year I submitted an essay entitled: “Discuss the nature and psychosocial 
consequences of bullying at school. Outline interventions which you think would 
prove effective in tackling bullying and its consequences, specifying what role a 
counselling psychologist might play.” This essay examined the psychological 
characteristics of the victim and bully and tracks how bullying effects their 
development and prospects later on in life. With the scarcity of literature focusing 
specifically on psychotherapy with bullying and victims, an examination of the role of 
the counselling psychologist overviewed school-wide interventions. I explored how 
counselling psychologists could be used in this role as psycho-educators and 
psychometrians, implementing policies on bullying and testing their progress.
As I mention in the introduction, I had experiences of bullying and this essay was 
perhaps to gain some insight into my experiences from the psychological perspective I 
have been trained in.
My other essay in the first year examined CBT’s treatment of Obsessive compulsive 
disorder and questioned the use of OCD as a diagnostic category. This essay explored 
the distress arising from OCD, is conceptualisation according to Rachman’s (1997) 
model and considers the benefits and anomalies of diagnostic usage for OCD. I
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question the appropriateness of a single diagnostic category where differences existed 
in diverse presentations of OCD and whether this reflects the experience of sufferers.
The evaluation of the benefits and limitations of diagnostic category usage is a strand 
in my research work with my literature review exploring the use of the disease- 
treatment model in EBP and its philosophical ramifications, and my 2"  ^year research 
piece suggesting that EBP had anchored as a social representation on the medical and 
scientific models.
Finally, in the 3^  ^year I submitted an essay that explored the levels of the therapeutic 
relationship in CBT. “What is the role of the therapeutic relationship in the Cognitive 
Behavioural approaches to Therapy?” explores how thinking on the therapeutic 
relationship in CBT has expanded to encompass transferential and reparational levels; 
as CBT has broadened to encompass work with more complicated and challenging 
clients.
These 3 essays will follow in this, the academic dossier.
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Discuss the nature and psychosocial consequences of bullying at school. Outline 
interventions which you think would prove effective in tackling bullying and its 
consequences, specifying what role a counselling psychologist might nlav.
The definition of bullying includes an asymmetry of power and the exploitation of 
that power balance to inflict negative consequences on the weaker party. Bullying 
takes direct (physical) and non-direct (social) forms, and, as a phenomena, exhibits 
gender differences, developmental differences and elicits different methods of coping 
in different groups. This essay will focus on the two most prominent parties in 
bullying, the primary bully and the victim, although research has been conducted on 
“henchmen” or accomplices to the bully in group victimisations. Psychosocial 
consequences for the victim include low self esteem, loveshyness, illness and 
proneness to mental ill health whereas consequences for the bully are often linked to 
later criminality and anti-social behaviour. Interventions range in scope and 
organisation, occurring at a practical level, a macro, school wide level, possibly 
involving teacher training and initiatives to combat bullying with pupil activities, and 
a micro, more distinctly therapeutic level. It should be noted that this essay operates at 
the psychological or personal level of the victim or bully, examining the phenomena 
from the perspective of their psychological characteristics, not including bullying 
linked to issues such as race or disability, which from the literature appear to 
constitute separate areas of research. Papers included in this essay were selected to 
highlight the developmental scope of bullying and are largely not confined to purely 
childhood effects.
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The original research, that was carried out in Denmark, showed that as many as 15% 
of children experienced bullying, 9% as victims, 7% were bullies and 1.6% were both 
bully and victim, 5% of children experienced persistent bullying, occurring once a 
week (Olweus, 1990,1993). In England, Whitney and Smith (1993) found figures to 
be slightly higher, with 19% of children being bullied and 9% bullying.
Bullying features an imbalance of power, which is exploited by the bully to provoke 
negative consequences for the victim in a repetitive and enduring fashion (Olweus 
1973b). The forms which bullying take are many, and definitions encompass direct, or 
physical, and indirect, or more socially driven, forms of cruelty. Smith (2004) finds 
research also distinguishes between physical, or direct, verbal, indirect and 
relational/social. To exemplify, hitting is prototypical physical, calling nasty names is 
prototype verbal, spreading nasty stories is prototypical indirect and social exclusion 
is prototypical relational.
Gender differences occur in the prevalence and form of bullying. Boys typically carry 
out bullying: 80% of male victims reported their persecutors were male and 60% in 
girls with 15-20% of females reporting they were bullied by both boys and girls 
(Ekblad & Olweus, 1984, cited in Slater & Bremner, 2003). A difficulty in the 
assessment of gender differences and prevalence as a whole is that girls' bullying 
generally takes indirect forms of aggression, which is more difficult to gauge than 
boys' preferred direct, physical aggression. Also, research has found that the indirect 
forms of bullying are not necessarily perceived as bullying by the children 
themselves. Only 62% of English 14 year olds agreed that social exclusion was 
bullying, compared to 94% and 91% for direct and verbal aggression (Smith, Cowie,
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Olafson & Liefooghe, 2002). This would possibly cause a confound in the 
questionnaires used to assess forms of bullying.
Developmental differences are evident too. Regarding the form that bullying takes, 
there is a trend away from physical bullying as children get older. Bullying as a whole 
reduces with age as well, something underlined with the finding that more than 50% 
of students in lower grades report being bullied by older children. Authors debate 
whether, with age, victims develop new strategies for dealing with bullying, or 
whether an increase in resilience causes them to report being bullied less.
Interestingly, given their finding that younger children are bullied by older children, 
they do not examine the possibility of older children simply moving on and out of 
school (Ekblad & Olweus, 1984).
Psychosocially, it is unsurprising that there are different consequences for bullies and 
victims, given that they display different psychological profiles. Bullies tend to be 
physically strong and are characterised as having a need to dominate others, which 
includes teachers, other students and not just victims. They typically have a high 
appraisal of violent methods, and impulsivity, often with a trend towards conduct- 
disordered categorisations (Olweus 1978). Research from projective tests and stress 
hormone measures suggest that bullies are not anxious or insecure- a popular myth. In 
fact they were of healthy or reduced anxiety levels. Bullies are unpopular though. 
Research involving peer ratings found that bullies’ popularity steadily decreases with 
age, until at 16 they are considerably less popular than average (Bjorkvist, Ekman & 
Lagerspetz, 1982). The families of bullies show a lack of warmth, which may result in
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the bully showing a lack of empathy, tolerance to violence, a lack of correction when 
it is used and power assertive child-rearing methods (Olweus 1980).
Typical bullying victims are anxious, quiet, sensitive, cautious, and react with crying 
when attacked. They have a negative view of themselves and see themselves as 
failures and unworthy. In this respect they feel bullying is almost deserved. Having a 
low opinion of violence they appear as people to be victimised. Victims are even more 
unpopular than bullies, often feeling lonely and abandoned and not having a single 
good friend (Olweus 1978). Research found a tendency to find victimised children 
parented by overprotective parents, although no attempt was made to establish cause 
and effect (Olweus 1993a).
Bullies development is characterised by anti-social behaviour and criminality: 60% of 
those children categorised as a bully at ages 12-16 had a criminal conviction by the 
age of 24. More shockingly 35-40% of those former bullies had 3 or more convictions 
by that age, and this is in comparison with 10 percent of the controls in this study, that 
were categorised as neither victim nor bully (Olweus 1993b). Alcoholism was 
predicted in former bullies (Loeber & Dishion, 1983, cited in Slater & Bremner,
2003) Mental health illness such as depression and suicidal ideation were also found 
to be more likely in former bullies (Salmon, 1998; Slee 1995). It is the negative 
consequences for the former bully, as well as the society in which he is held, that 
leads interventions to treat bully and victim equally and not discriminate against the 
bully who carries the moral judgement of such persecution with them.
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The consequences for victims are many, Olweus (1993) found that low self esteem 
persists with continued victimisation, taking measures at 13 years from a small 
sample (n=15) and using controls. Given low self esteem's part in depression, it is 
unsurprising that victims are at increased likelihood from depression and other mental 
health illnesses. Olweus (1993) also found that over a year period adolescents and 
children who had been bullied recorded higher scores on a reliable depression 
measure. Rigby (1999) used the general health questionnaire on 78 Australian 
students and found elevated scores on anxiety, depression and somatic symptoms, 
three years after bullying episodes in the first two years of school. He found scores 
were particularly raised in girls.
Victims suffer socially as well, of 206 18-22 year old undergraduates Tritt (1997) 
found that those reporting victimisation at school (18 women, 8 men) experienced 
loneliness considerably more than others. Hugh-Jones (1999) found that of 276 15-6 
year olds who stammered at school, a half reported long term effects in their personal 
relationships. Gilmartin (1987) focused on personal relationships, examining 
loveshyness in men, defined as the absence of a romantic partner. Referring to 
previous studies that found social groups were the most likely places to meet partners 
(Weiss, 1973; 1975, cited in Gilmartin, 1987). Weiss deduced that the social 
consequences of bullying would lead to less socialisation, and therefore less romance. 
With a sample of 50 men divided into three age cohorts between 19-50, he used a 
range of measures to support one hypothesis that loveshy men were indeed victimised 
at school and cared little for “rough and tumble.”
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Unsurprisingly, bullied children also tend to miss school more. Kochendertier and 
Ladd (1997) took a sample of US kindergarten children and repeated measures of peer 
victimisation twice on them, finding that 20.5% were persistently targeted. They 
found a significant relationship between bullying, loneliness and school avoidance. 
Ladd's (1997) further study concluded that school adjustment did not precede 
bullying, but that school avoidance and loneliness came as a result of bullying. 
Developmentally, the significance of such research, which is curiously not considered 
in the literature, is the impediment to the victims academic, and presumably career 
life, resulting from school avoidance.
It is curious, given the myriad of consequences for both victim and bully, that the 
literature on actual therapy is small. Most research has taken place on a school wide 
level.
A paper which contains some research that has since been revised is Nuttall and 
Kalesnik's (1987) which suggests a consultant role of the counselling psychologist in 
a number of practical ways: suggestions for the placement of lockers so as to provide 
no hiding place for bullying, the provision of a safe corridor so access can be granted 
to all of the school without the fear of bullying and the placement of cctv cameras. 
More distinctly psychological, it suggests an educator role to other professionals and 
children, psychoeducational packages including character education, values 
clarification and Kohlberg's moral education. These seek to teach pro-social values 
and behaviours and prescribe so in structured learning formats, utilising modelling, 
role playing, feedback and transfer of training. It suggests the use of such programmes 
in direct counselling and suggests the benefits may consist of a sense of belonging to
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the school for the victim so that more victims will come forth when provision is in 
place and that counselling could improve victims problem solving capacities.
More definite advice for school wide information comes from systematic research. 
One of the original school wide interventions was from Olweus (1993b) who took 
three peer rating measures over a two year period to assess the level of bullying, 
antisocial behaviour and school environment. With programmes that involved a clear 
school policy on bullying, conferences and supervision for teachers, student meetings 
and serious talks with bullies, victims and their parents, Olweus found the Bergen 
school experienced a marked decline in bullying: a reduction of 35% in boys at the 20 
month measure point and 76% in girls (Olweus, 1993b). This study also witnessed a 
reduction in antisocial behaviour such as graffiti and pilfering, and a better school 
environment. For example, children enjoyed recess time more afterwards.
Other interventions have looked to inform and educate teachers, as opposed to taking 
measures from students. Newman-Carlson and Home (2004) reviewed the Bully 
Busters programme for reducing bullying behaviour in middle school. They reviewed 
literature suggesting that teachers feel they do not know what to do in bullying 
situations or lack the conviction to use what they think is right, leading to children 
failing to report bullying, or having negative experiences when doing so. Bully 
busters trained teachers with modules to increase awareness and recognition, take 
charge, assist, prevent and teach relaxation and coping skills. It was found that after 
the programme, measures showed an increase in teacher knowledge of bullying 
interventions, increased self-efficacy and a reduction of misbehaviour in school.
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Both interventions render the counselling psychologist, or school counsellor, a 
psychometrician and educational advisor. Despite the fact that the educator role sits 
well with the counselling psychologist, similar to informing clients and guiding them 
through new methods of being and behaving, the use of psychometrics, with their 
assumption that individuals constitute a homogenous mass, may not sit well with the 
majority of counsellors. The use of psychometrics here though is for research 
purposes. Having previously validated those interventions, a counselling psychologist 
could carry out the interventions without the psychometrics involved, knowing 
research has found them effective.
More typical of the work of counselling psychologists is actual therapy. Young and 
Holdorf (2003) examined the application of Solution Focused Brief Therapy (SFBT). 
SFBT focuses on the skills clients can use and the skills they are already using to 
improve the prospects and outlook of the client, and seemingly sidesteps the issue 
which has brought them to therapy. Scaling is used to give an estimate of how the 
person feels and also to encourage the person to feel better, with questions such as- “if 
you're feeling a 6 now, how will you feel when you come back next week as an 8?” It 
also uses compliments and miracle questions to help clients think of solutions to their 
problems. The scaling technique also makes for an easy way to assess the 
effectiveness of the therapy. Of the 92 pupils eligible in the Young sample 85 (92%) 
progressed until a point at which they felt back on track with their lives, 7 pupils (8%) 
stayed the same and some declined, making for impressive results.
SFBT is simple and despite the fact the authors say it is more than just technique, it 
reads very manualistically, and could be easily taught as a method lay people could
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use. SFBT appeals to anyone who has a hope to bring optimism into the consultation 
room, although one has to ask, with all of its positive encouragement given to the 
client, if  it elicits false positives. The idea of demanding a client come back as an 8 
and not a 6 makes one wonder if  the client will respond with self deception, will 
appear, talk and act as an 8 because of the expectation of the therapist. Other 
therapists may feel that being somewhat discontent as a 4, 5 or 6 is necessary 
reparatively before progressing and functioning genuinely as an 8.
SFBT demands inclusion in this essay because it has been examined specifically in 
light of bullying, as the authors note a lack of interventions at an individual level and 
make a call that they would welcome “more outcome evaluations on, for example, 
traditional counselling, phone help lines, circles of friends and assertiveness training.” 
They note “particular interventions in bullying situations are often promoted on the 
basis of faith, hope and anecdotal accounts” (Young & Holdorf, 2003, p. 48).
Despite the difficulties and controversies of outcome research within psychotherapy, 
there is an absence of specific literature and papers are often confined to more 
theoretical, untested advice. Oliver (1987) advises that psychologists ask victims to 
speak for themselves when seen with a family, as research suggesting their 
enmeshment or overprotectiveness leads to a lack of identity and lack of assertiveness 
in bullying situations. In a similar vein it also suggests the encouragement of empathy 
within the bullies.
In conclusion, bullying occupies a significant minority of school behaviour its nature 
encompasses many methods, gender and developmental differences. Its consequences
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are serious, as it is linked to mental health illness in both parties and criminality in 
bullies. Interventions are mainly practical and operate at a macro, school or class wide 
level, although findings have consequences for therapy and research into the 
suitability of specific therapies has begun.
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An explanation of Cognitive Behavioural therapy for Obsessive Compulsive Disorder 
and an evaluation of the diagnostic concept.
Obsessions are significant, intrusive, thoughts that bring about an anxiety provoking 
appraisal; compulsions are the behaviourally necessary steps taken to reduce that 
resultant anxiety. Obsessive-Compulsive Disorder (OCD) manifests in various forms, 
can be a debilitating condition for clients and a burden for those close to them. 
Cognitive Behavioural Therapy (CBT) is increasingly held by Evidence Based 
Practice (Department of Health, 2001; Roth & Fonagy, 1996) as the therapy of choice 
for this disorder, and because of this, because of my research interest in Evidence 
Based Practice, and because of a recent client with an OCD presentation, I considered 
it important to examine the use of such therapy. CBT, the therapeutic marriage of the 
behavioural and the cognitive schools, considers that all individuals are behaviourally 
shaped by a series of processes such as reinforcement and conditioning that result in 
their characteristic cognitive processes (Dryden, 1996). CBT in OCD considers that 
compulsive behaviours are learned, that obtrusive behaviours can be unlearned and 
healthy ones learned to replace them. Cognitively, obsessions are intrusive thoughts 
that persist because of a misinterpretation attached to a judgement and that 
interpretation can be challenged (Yaryura-Tobias & Neziroglu, 1997). The positivistic 
philosophy, that holds that reality is a tangible entity accessible through empirical 
investigation, underlines the medical model which allows OCD as a diagnostic 
category to exist. CBT fits well with this, holding that all individuals are identical in 
the processes which shape their thinking and so it is possible to extract objective data 
from experiments. The fhiits of such realism are that prescriptive treatments can be 
made and their effectiveness measured. The difficulties are that such diagnostic labels
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do not necessarily reflect the full experience they attempt to represent: obsessional 
hoarding bares many differences to other forms of OCD; obsessional slowness and 
co-morbidity with depression also complicate the purity of diagnostic usage in OCD. 
This essay will consider how these differences impact on OCD criteria usage and 
explore CBT’s treatment of OCD. For space reasons this essay will only consider 
OCD in adulthood.
The Diagnostic Statistic Manual defines obsessions as recurrent, persistent and 
distressing thoughts, images or ideas, that are experienced at some time by the 
sufferer as disruptive. Compulsions are intentional and repetitive behaviours or 
mental acts, such as praying, that are made in response to the obsession and often are 
performed in a ritualistic fashion. Lifetime prevalence of OCD is estimated at 2.5% by 
the Epidemiologic Catchment Area survey (Roth & Fonagy, 1996). Kamo, Golding, 
Sorenson, and Bumham (1988) found that 20% develop OCD in childhood, 29% in 
adolescence and 74% before the age of 30. Kolada, Bland and Newman (1994) found 
slightly more women develop the disorder than men, and that recovery within a year 
was low.
The most well known and well documented form of OCD is compulsive washing and 
cleaning. Other forms are compulsive checking and compulsive hoarding and within 
the OCD category, obsessions with another compulsion, obsessional slowness, and 
obsessions without a compulsion, are also included. This essay will focus on washing 
and checking, but allude to other forms (De Silva & Rachman, 2004).
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In OCD with compulsive cleaning there is the obsessional fear of contamination with 
dirt or germs, and compulsive washing to relieve this fear. There can also be the fear 
of contamination through touch, so that surfaces are perceived to be infected and 
cleaning is needed to alleviate the infection anxiety. Depending on the severity of the 
condition, this may result in excessive washing or could be as severe as the patient not 
leaving his/her homes because the rest of the world becomes perceived as dirty and 
infected and impossible to bring under the control associated with cleaning 
(Rachmann, 2004).
OCD with checking involves obsessional doubt: patients wonder if they have shut 
their door, turned off the gas, turned off the lights, closed the windows or locked the 
car. They worry a great deal about having done so and often check many times over. 
This is accompanied by a sense of great responsibility that something disastrous 
would happen if they weren't sure they'd completed the checking behaviour. In an 
unusual case where psychotherapy benefited dentistry, Duran and Simon (1999) 
performed CBT on a patient who compulsively checked the growths on his mucal 
glands. The patient was suffering from oral lichen planus infection and his persistent 
checking was stopping his medical treatments from working and was making the 
infection worse. Duran and Simon’s (1999) therapy caused a reduction in the 
checking, and the medical treatments were able to work effectively on the oral 
infection afterwards.
OCD can result in delays for clients because of the time demands of washing or 
checking. This has ramifications for their occupational life as clients can potentially 
perform more slowly, or can be less punctual than non-sufferers. OCD in these
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presentations can also be accompanied by a negative appraisal of having to perform 
the compulsion; patients resent their obsession and often before referral to services try 
and battle it themselves. Stem and Cobb (1978) found 78 percent of patients had 
negative appraisals of their compulsions. This not only results in anxiety for the 
patient but embarrassment should colleagues or friends discover their condition.
The ramifications for those close to the patient are often profound. OCD patients often 
involve their loved ones in their rituals. Checkers require constant reassurance, often 
annoying others and delaying others with repetitive checking. Washers and cleaners 
are also dismptive with their rituals, often rendering the bathroom out of use as they 
continue to wash, or appraising members of the family as “dirty.” De Silva and 
Rachman (1997) use the example of an OCD sufferer who refused her brother's 
girlfriend entry into the house because she was deemed dirty.
Where washing is concerned with bodily fluids or infection, sex for OCD suffers can 
become difficult if  not impossible. De Silva and Rachman (1997) refer to one patient 
who insisted her husband take a bath prior to sleeping in the same bed and another 
who could not contemplate sex. This results in obvious tension in marriages. Hafiier 
(1982) found OCD to be the disorder that yields the highest volume of marital break 
up and separations.
Cognitive Behavioural therapy treats the different components of OCD with the 
strands of its integration: cognitive for the obsessions and behavioural therapy for the 
compulsions.
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Cognitive Therapy sees the individual as an active agent in their own world. That 
agent is an interaction with the world in the form of interpretations and evaluations, 
which are accessible in the form of thoughts and images. Emotions and behaviour are 
mediated by such cognitions; we will react to our interpretation of a given situation. 
As our experience builds of interpretations and evaluation, a structure of such material 
called a “schema” develops, shaping our perception by through the assumptions we 
bring to it. In psychological ill health there is a malfunction in the interpretation and 
evaluation and the schema cannot adjust (Dryden, 1996). Rachman (1997) formulated 
the cognitive account of Obsessive Compulsive disorder. Drawing on the work of 
Clark (1986) and Salkovskis and Warwick (1985), he considered an obsession a 
misinterpretation that would continue, with the resultant compulsion, until the 
misinterpretation had been resolved. When experiencing the obsession, Rachman 
(1997) considered that the patient describes the obsession negatively, as sinful, 
disgusting or alarming, this leads to an interpretation that they are dangerous or sinful 
and that maybe they might one day lose control. This leads to distress, anxiety and 
fear, resulting in the compulsive consequences, seen as avoidant behaviour. Rachman 
refers to earlier work with Loptaka (1997) that sufferers also have an increased sense 
of responsibility.
Thus, cognitive interventions seek to identify and challenge these misinterpretations 
surrounding: an inflated sense of responsibility; an overestimation of threat; 
perfectionism; intolerance of uncertainty; thought as sin, whereby the client considers 
thinking the obsessional thought is as bad as doing it; and thought-action-fusion, in 
which the client considers having the thought of something will make happen 
(Steketee, Frost, & Kyrios 2003). This can be very typical psychotherapy work.
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aiming to bring the patient back to more realistic assumptions of themselves and their 
circumstances.
Habituation training is more idiosyncratic of cognitive therapy and features the patient 
thinking of the obsession over a prolonged period, often being asked to repeatedly 
think of the obsession afresh. Extending the obsession over a long period allows the 
client to normalise their obsessional thoughts, considering them no longer as 
distressing but more common and less threatening (De Silva & Rachmann, 2004).
In order to make obsessional images less threatening, the patient is asked to visualise 
their distressing image; then they are encouraged to manipulate its visualisation, 
reducing it or contorting it into an appearance that is none threatening. This might 
involve shrinking the image into invisibility or focusing on a part of it that doesn't 
cause anxiety (De Silva & Rachmann, 2004).
Previously, thought-stopping had been used. Thought-stopping is different in that it 
attempts to extinguish the misinterpretation instead of re-evaluating it. The patient is 
instructed to form obsessional thoughts, after doing so the therapist interrupts with a 
“stop.” This continues until the client then takes the role of commanding “stop,” until 
the client is able to stop the unwanted thoughts silently. (De Silva & Rachmann,
2004) This technique fell into disuse however, when it was found that trying to stop or 
discount an obsessive thought tended to make it occur more frequently. Modem 
techniques consider evidence which renders the obsessive thought less threatening, or 
allows it to dissipate without acting on it (Wells, 2004).
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Behavioural therapy works with the compulsions. Behavioural therapy holds that our 
behaviours are learned and considers external actions the indicator of psychological 
healthiness. It marries well with Cognitive Therapy by considering the external 
environment which dynamically interacts with the internal interpretations, thoughts 
and images in CBT (Dryden, 1996).
Exposure and Response prevention involves provoking the obsessional anxiety that 
prompts a compulsive reaction in the OCD sufferer and preventing that compulsion. 
With repetitive exposure and response prevention, the anxiety and the urge to make 
the compulsive behaviour diminishes (De Silva & Rachman, 2004). The mechanism 
used is habituation: the prolonging of a high state of anxiety prompts the mind to get 
used to it and as it does the anxiety reduces. The biological principal is that nerves fire 
when exposed to a stimulus but when the stimulus remains, after a time, the nerves 
fire less and less, until they stop or habituate to the stimulus (Pinel, 2001). In practice 
this technique is performed after compiling a hierarchical list of the most anxiety- 
provoking situations and working progressively up the list. Remodelling is also used, 
with the therapist performing the actions that provoke anxiety and not engaging in 
compulsive gestures, so the OCD sufferer sees the therapist as a non-compulsive 
example from which learning is taken.
An intervention that focuses around operant learning or conditioning is aversion 
therapy. In aversion therapy the compulsive behaviour is met with an unpleasant 
stimulus, with interventions such as this the client learns that the compulsion is not 
anxiety releasing, but anxiety provoking, and gradually ceases to perform the 
behaviour. (Yaryura-Tobias & Neziroglu, 1997)
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In terms of the therapeutic relationship. Cognitive Behavioural Therapy makes for an 
encounter in which the therapist is seen as the expert, bearing knowledge of the theory 
and mechanisms which explain the patient's disorder and will hopefully remove them 
from it. CBT work often involves psychoeducation, the explanation from the therapist 
to the client, of the theories of their disorder and how exactly they have arrived at 
their current state from their background as given in the assessment. This is combined 
with the client being an “expert” in his or her own experiences and negotiating 
improvement with the conceptualisations and technique of the psychologist (Newman,
1998).
This is the foundation of the healthy working alliance. The formation of a healthy 
working alliance is necessary for the exploration of emotions and completion of 
exercises and experiments, which require support as they can be potentially 
demanding. Asay and Lambert (1999) found outcome variance of 40% was 
accountable by relational factors, whereas the theoretical orientation in the therapeutic 
encounter only 15%.
It is not only for the client that a healthy relationship is needed, Bram and 
Bjorgvinsson (2004) speak of the anxiety that arises when purposefully exposing the 
client to the source of his or her anxieties in Exposure and Response Prevention 
interventions. He speaks of his concept of the psychotherapist as a helper and explains 
how inducing such anxiety interferes with such a concept. A therapist clearly needs 
great faith in the theory behind the intervention and the relationship’s capacity to 
withstand such testing.
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Theoretically, Bram et al (2004) also point out the importance of boundaries for the 
Exposure and Response prevention process. Sessions have to be structured in order 
for the patient to habituate and his or her anxiety to diminish. Should the client go 
home with a high anxiety, the ERP would have effectively been an obsessive episode, 
but in clinical settings, having great repercussions on how effective the intervention 
might be seen from then on. Ethically, it would also be highly dubious to raise the 
client's anxiety and then dismiss him/her.
Although traditional CBT does not conceptualise transference, the idea of the 
therapist getting caught up in the patient's obsessions is a possible dynamic that could 
be highly destructive to the therapy. The idea that the therapist himself is dirty in a 
washing compulsion may at worst result in non-attendance, and would, at least, 
seriously effect the therapist's ability to rolemodel healthy behaviour.
But what does it really mean to speak of Obsessive Compulsive Disorder? A 
diagnostic category represents the consensus of professionals who decide what 
constitutes disorder. Their endeavour is one performed from a realistic perspective; 
their attempt is to capture a reality by describing those that embody it as obsessive- 
compulsive. An assessment of the suitability of this diagnostic category must involve 
an assessment of whether such a label reflects the reality it claims to.
It is possible to question how coherent a concept OCD is with the disorders included 
under its umbrella. The OCD label encompasses compulsive hoarding which features 
all the factors common to other compulsions, except the anxiety. Compulsive
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hoarders approach services with the feeling that their hoarding in getting out of 
control. However, they do not have the negative associations with their compulsion 
that other OCD sufferers do. This also renders such patients outside the boundaries of 
Rachman's theory, as compulsive hoarders do not suffer the self-damning 
misinterpretations of their obsessions other OCD patients do. Perhaps it raises the 
suitability of a label when the individual in question's life is not greatly disrupted in 
their own estimation.
Perhaps less understandable is that DSM-IV criteria for OCD involves having 
Obsessions or Compulsions or both. Does the possibility of suffering from OCD and 
not having compulsions confuse the naming of OCD to the extent that it reflects 
reality better to give separate names? The example of hoarding has already 
demonstrated where an experience of a compulsion can be experientially different 
from other compulsions, should that then warrant a separate title? Denoting every 
variation with a separate diagnostic label could though lead to a reducio ad absurdiam 
of diagnostic categories where attention simply needs to be paid to the presenting 
client’s experience with the diagnosis.
What does it mean that some 47% of OCD suffers co-morbidly experience DSM-IV 
categorised Depression or Anxiety? (Roth & Fonagy, 1996). For these individuals 
does two categories truly capture their experience or does it constitute an unnamed 
category that resides between?
Diagnosis can also be assessed in terms of its practical value. The primary benefit of 
diagnosis is the possibility of an appropriate course of therapy and a prognosis.
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Although diagnosis brings the prospect of a prescribed treatment is that a relief for the 
client? The stigma attached to mental health disorders is considerable and one has to 
question the benefits of diagnosis when, in the case of OCD, clients are likely to have 
remnants of their illness for the rest of their lives (de Silva & Rachman, 2004).
If the greatest benefit of diagnosis is the prescribed therapy it leads to, then an 
assessment of the value of diagnosis must take into account an assessment of its 
related treatment. CBT shares the same realistic outlook on humanity, each individual 
is identically the result of the learning processes that have shaped their cognitions. 
CBT has become the treatment of choice for OCD (DofH, 2001). Roth and Fonagy's 
“What works for Whom” (1996), reviewed meta-analyses of treatment and found 
CBT to be most effective. The fruits of the review would later become UK national 
health service policy in their “Treatment Choice in Psychological Therapies and 
Counselling” (2001), policy directed CBT's treatment for OCD.
Although there is an impressive literature compiled about the effectiveness of CBT 
for OCD, there is no literature that assesses the link between such RCT research and 
practice. Kazadin (2003) and Lamer (2004), note considerable differences in the 
circumstances research practice is performed under to those in clinical practice 
including: how research often fails to include the severity of symptoms; its exclusion 
of ethnic and cultural minorities; and that the therapy in research is practised in a 
more pure form as it is often done by trainees. Thus, the evidential backing for CBT 
has to be viewed mindftilly of the circumstances through which it came about and 
what their ramifications are for applicability.
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The value of a treatment also depends on the stability and coherence of its underlying 
theory. Rachman's (1997) theory is very solidly logical; the compulsion arises to 
relieve the anxiety of the obsession. But, does this adequately explain though the 
instances where the compulsion is not logically connected to the obsession, such as in 
Bram et aTs (2004) case study where the patient considered compulsive hand washing 
possessed the ability to save her parents from a car crash? I have already stated the 
instance of compulsive hoarding where the diagnostic category does not agree with 
Rachman's idea of negative description.
The use of diagnosis in CBT seems to lead to a focus in therapy on the diagnosis. 
Other schools of therapy might look at the individual in order to establish cause and 
aetiology and in doing so might resolve the cause and not just the symptoms. Hafrier 
(1982), of a systemic inclination, examined CCD's effects on marriages and 
hypothesised that maybe the OCD might be implicated in the disharmony in the 
relationship.
In conclusion, OCD features intrusive and disturbing thoughts and ideas, and 
ritualised, anxiety releasing compulsions. CBT has a coherent theory of the disorder 
which focus on misinterpretation of the obsessional thoughts, and uses its cognitive 
elements in the therapy of the obsessions and its behavioural component in the 
compulsions. Diagnosis brings about the benefits of an evidence based prescription 
but may not encapsulate the full range of experiences under the OCD label, which 
Rachman's (1997) theory might not either.
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What is the Role of the Therapeutic Relationship in the Cognitive Behavioural 
Approaches to Therapv?
In the cognitive behavioural approaches to therapy, thinking on the therapeutic 
relationship and its roles has evolved considerably. Originally, Cognitive Behavioural 
Therapy (CBT) was developed to be a short-term approach for uncomplicated 
presentations and disorders, and the use of the therapeutic relationship reflected this 
(Sanders & Wills, 2005). CBT focused on a collaborative relationship, based on 
Rogers’ core conditions (1957), from which the technical elements of the therapy 
progressed (Sanders & Wills, 2005). Although this relationship was fundamental, the 
emphasis at this stage was on the therapy of the presenting problems as opposed to the 
interaction of therapist and client (Sanders & Wills, 2005). Mirroring this trend was 
literature that took a problem-solving approach to the collaborative relationship, 
describing typical ruptures and how to remedy them in order to provide a base once 
again for cognitive and behavioural exercises (Newman, 1998). The transferential 
relationship began to be conceptualised as the interaction of client and therapist 
schemas as CBT broadened to encompass treatments for more severe conditions and 
personality disorders (Persons, 1989). This lead to the relationship being considered 
as a manifestation of the client’s difficulties. In Schema Focused Therapy particularly, 
interventions use the client’s behaviour in the relationship to provide insight into his 
or her maladaptive thinking and perception (Young, 1990,1999,2003). Research, 
such as Asay’s and Lambert’s (1998), went further to take the relationship from being 
viewed as a passive given to an active element by demonstrating the relationship was 
a large contributor to therapeutic outcome. Further research showed the inter­
relatedness of method and relationship (Keijser, Schaap & Hoogduin, 2000). This is
45
particularly important in an intervention based therapy such as CBT as it leads to a 
consideration of the significance of technique at every relational level.
This essay will review changes in the focus of the relationship from the collaborative 
relationship to different aspects of the transferential and reparative relationship within 
the CBT tradition, as highlighted by Schema Focused Therapy. Schema Focused 
Therapy is chosen because of the emphasis it puts on the transferential and reparative 
relationships, and because of its relevance in my practice. Examples used are drawn 
from Schema Focused Therapy, mainstream CBT and my own personal therapy.
The Collaborative Relationship.
Originally, Beck (1976) termed the therapeutic relationship in cognitive behavioural 
therapy as “collaborative empiricism.” The basis of this collaborative relationship is 
written of as being the core conditions (Rogers, 1957) of genuineness, congruence and 
unconditional positive regard (Beck, Emery & Greenberg, 1976). Beck however, 
considered that the core conditions were necessary but not sufficient in order to make 
for the collaborative relationship (Beck et al. 1976).
Beck believed that the collaborative relationship should develop on a reciprocal basis 
with the therapist “getting on-side” with clients to work and comment on their 
problems and difficulties (Beck & Emery, 1985). This would involve the therapist 
being transparent with the client and sharing thoughts, hypotheses and ideas about the 
client’s difficulties, to avoid hidden agendas (Beck & Emery, 1985). The effect of this 
reciprocity and transparency was to enter into a “team” relationship, in which
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difficulties and hypotheses would be discussed, and exercises and experiments 
negotiated to resolve them.
“I certainly consider the therapeutic alliance as a common factor shared with other 
therapies. But I also believe that the shared and explicit focus on change belief 
systems, reinforcing and refining reality testing, and developing coping strategies 
makes for more robust therapy” (Beck, 1991. p i94).
Thus, the role of the collaborative relationship is as a foundation for the therapy, the 
ground on which experiences are spoken about and understood, before being worked 
on cognitively or behaviourally. It could be described as a “working alliance” (Gelso 
& Carter, 1985; Clarkson, 1995) where there is a healthy, and possibly challenging, 
interchange between therapist and client in order to change the client’s predicament.
For CBT at that stage of its development, and with the short-term uncomplicated 
presentations it was developed for, the effectiveness of the relationship is almost 
assumed (Sanders & Wills, 2005). However, the success of the technical elements of 
the working alliance depend on its maintenance. Difficulties in the therapeutic 
relationship occur when the necessities of the collaborative relationship cannot be met 
and the therapist and client are no longer working as a team (Sanders & Wills, 2005). 
In these circumstances the therapist must formulate the difficulty in the relationship in 
order to be able to remedy it, and once again form an effective relationship in which 
the therapy can proceed (Safran & Muran, 2006).
More traditional CBT sees relational difficulties or ‘alliance ruptures’ as a difficulty
47
similar to any other, which require intervention to remedy. For example, when dealing 
with clients not being ready to do a certain task, Newman (1998) suggests listening to 
their fears with concern and then educating clients that CBT is an active therapy and 
that the client should receive as much of the full package as possible. Newman (1998) 
further writes about typical alliance ruptures in short term CBT as due to 
overwhelming the client with activity, to power struggles and to tasks being rushed 
before the client is ready.
Newman (1994) also sets out some questions the therapist should reflect upon when 
faced with a dysfunctional relationship, such as: whether the conceptualisation is 
correct; what the function of the client’s behaviour is; how the client has found 
his/herself in these circumstances in the past; what beliefs are fuelling this behaviour; 
and whether there are any environmental cues affecting the therapy.
In conclusion, the collaborative relationship was based on Rogers’ (1957) core 
conditions and the principles of reciprocity and transparency in order to allow a 
stable base for cognitive behavioural interventions to proceed (Beck, 1976). As a 
foundation for cognitive behavioural techniques, the collaborative relationship had to 
be sustained despite difficulties in therapy, and authors proposed interventions to deal 
with various ‘alliance ruptures’ that might occur (Newman, 1994,1998, Safran & 
Muran, 2006).
Transferential Relationship.
As CBT broadened to encompass new treatments for personality disorders and severe
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psychopathology, evidence of thinking on the transferential relationship emerged. 
Rather than importance being attached to interventions to correct ruptures in the 
therapeutic relationship, emphasis moved to focus on what was occurring in the 
relationship to provide insight into the client’s difficulties (Sanders & Wills, 2005).
Cognitive Behavioural Therapy considered that personality disorders, milder 
characterological problems, and chronic depression and anxiety, resulted from early 
experiences that lead to core beliefs or schemas (Beck, Freeman & Davis, 2003). As 
an individual’s early experience is one of dependency in infancy, core beliefs are 
highly likely to be interpersonal as well as personal (Gilbert, 2000a, 2000b, 2001).
These core beliefs affect the therapeutic alliance in the same way that they affect that 
individual’s relationships (Pearson, 1989). Core beliefs, fundamental rules on the way 
individuals see themselves and the world, influence dysfunctional assumptions and 
negative automatic thoughts. Hence, the therapeutic relationship acts as a trigger to 
those schemas as the individual experiences negative automatic thoughts resulting 
from them in session (Beck et al, 2003; Safran, 1998; Safran & Muran, 2003; Wright 
& Davis, 1994). With personality disorders, or with presentations where there is 
significant core belief level involvement, the individual’s way of perceiving himself 
or herself and the world interferes with the maintenance of the relationship. Safran 
and Muran (2003), describe this as the “dysfunctional cognitive-interpersonal cycle,” 
of the client, that the CBT therapist gets involved in.
I was seeing a gentleman who had been diagnosed with both depression and OCD. He 
has been very pleasant, co-operative and complimentary since first engaging with the
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service. After sessions two (we were currently awaiting session 4 at the time of 
writing) he requested copies of the conceptualisations I had discussed with him and 
after session 3 he asked if  I could put the exercise we had discussed in session, 
without structuring paperwork, into the homework worksheet. Although I was been 
happy to fulfil his requests, I wondered at the time whether this was beginning to 
reflect elements of his compliant dysfunctional assumptions in session, whether he 
was using my guidance in session as a hard rule by which to live his life. This 
hypothesis emerged in early sessions and was supported by reports of his concern for 
the opinions of others at his work, and feelings of self-consciousness regarding his 
appearance. This suggested a worthlessness schema and compensating for it 
assumptions around being good enough if  approved of by others.
Should this have been verified through further therapeutic work prove, CBT would 
hold that I would discuss this with the client in order to provide insight and promote 
restructuring work with this schema. Beliefs are often in the unconscious, so the client 
is unaware how he or she relates to the world, or how this causes him or her to think 
and act in often maladaptive ways. (Beck et al, 2003). In my client’s case, reliance on 
others' opinions for his self-esteem results in poor self image and appraisal, and low 
motivation when he feels that praise is unlikely to be received.
Young’s Schema.Focused Therapy (Young, Klosko & Weishaar, 2003,) which belongs 
to the CBT tradition, emphasised the idea of ‘schema maintenance’. Young (1990,
1999) considered the early maladaptive schema to be a personality structure, which 
developed in the clients' childhood and that maintains itself in adulthood, directing 
attention, perception and memory of themselves and their relationships to maintain
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the maladaptive schema.
Young (et al, 2003) categorised these schemas, naming eighteen possible schemas 
divided into five major categories. Young also considers that there are three responses 
to the schema: surrender to it, counter-attack it by doing the opposite that the schema 
would suppose or avoidance.
Young (et al, 2003) uses these schemas to structure the treatment of the individual. He 
also uses them to understand the therapeutic relationship with the client, in how he or 
she will react to the therapist and his or her interventions, as part of the schema’s 
maintenance. Here is a transcribed example of defectiveness schema from my second 
year at university:
C: (after a short pause to the beginning of the session) I prefer it if you start the 
session.
T: Oh right, what’s that about?
C: Hmmmm, I just feel very lowly when I have to begin things. If you get invited to a 
party, you know that someone has invited you, and if you bore them silly or 
something, they invited you, so its their fault.
T: Right, so here in therapy you want me to validate you by asking you to speak.
C: That’s right. I feel vulnerable if  you don’t.
T: Okay, so there’s no sense of being perfectly validated to talk about yourself even if  
I don't ask you? Or that people only want you to talk when they ask you to?
Although I was using psychodynamic therapy that year, this extract can be understood
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using Schema Focused Therapy. The silence at the beginning of the session activated 
the client’s defectiveness schema, which he surrenders to by feeling defective and too 
deficient to be able to speak without invitation. I recognise his need to be validated in 
the therapeutic relationship and my last intervention challenges that perception, 
questioning whether he can speak for himself and be as valid. This seemed to provide 
some insight and from this session the client started all sessions, and began to take 
responsibility for himself in social interactions, as opposed to passing it on to others.
CBT and Schema Focused Therapy also use countertransference as a rich source of 
information on the client’s world and conceptualisation (Leahy, 2001). In the OCD 
and recurrent depression clinic that I work in, I was referred a young lady who was 
diagnosed co-morbidly. This young lady was attractive, and dressed in quite revealing 
clothes. She described early on in our sessions how social situations were anxiety 
provoking for her, and how she used flirtatiousness to overcome her nervousness, but 
how this had proved isolating for her as she felt and was perceived as being ‘silly’ for 
doing so. During the times where she spoke about things that made her upset, she 
didn’t seem to betray much emotion, and although I felt upset for her it felt as if  my 
feelings did not reflect the gravity of what she was experiencing. I was also very 
aware that at the start of each session I experienced a considerable attraction towards 
her that felt disproportionate to how attractive I considered her to be. Taking these 
counter transference feelings to supervision brought my attention towards her 
assumptions around using sexuality to gain emotional intimacy, in therapy as in other 
social situations. This lead to work with that dysfunctional assumption, and more 
relationally lead me to comment on how it seemed that she was able to speak about 
emotional things without being upset. The impact was quite profound, and she
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immediately cried, saying that whenever people knew what was really going on for 
her, they abandoned her. After that session she was more forthcoming in her emotions; 
this was reflected in the countertransference, and the erotic feelings I had been having 
towards her subsided.
This example shows how my countertransference was able to inform the therapy, 
revealing an abandonment schema and assumptions around sexuality that 
counterattacked it. Supervision and personal therapy are often very important in 
considering the countertransference as they enable reflection on whether it is based on 
the therapeutic relationship, or is a reaction belonging to the therapist (Sanders & 
Wills, 2005).
Although the development of the transferential relationship in CBT came about 
through innovation in treatments for personality disorders and other deep-seated 
psychopathologies, it has influenced all of CBT. Transference is taught in CBT 
textbooks such as Sanders and Wills (2005), and Beck vrote the foreword to Young’s 
(et al, 2003) “Schema Focused Therapy,” showing his, and mainstream CBT’s 
endorsement.
The Reparative Relationship.
Schema Focused Therapy (Young et al, 2003) also provides the opportunity to enter 
into the reparative relationship (Clarkson, 1995) when schemas are activated in 
session. Young (et al, 2003) speaks of “limited reparenting,” in which the therapist 
acts in order to provide a healthy adult figure in response to the client’s schemas and
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the deprivation of the early experiences that formed them.
The way the therapist intervenes in limited reparenting depends on the client’s 
presentation. For clients with disconnection/rejection domain schemas, limited 
reparenting might involve becoming more directive and offering the boundaries 
missed as children (Young et al, 2003).
Abandonment and Emotional Deprivation are very present in my own difficulties, and 
my response is to counter-attack by acting compliantly, feeling that if  I meet people’s 
expectations they won’t abandon me. My therapist and myself discussed a very 
anxious predicament in which I felt trapped between disappointing a very 
longstanding and good friend, after we had become romantically involved, and my 
own inclinations when I realised that this was probably not the right relationship for 
me. In one session, as I agonised over the various possibilities, my therapist stated 
very directly that if I didn't want to be in that relationship, I shouldn't continue it. I 
was very struck by the directness of this intervention, and now understand her 
recognising my need for a steady hand and loving directness.
Other interventions are used with other presentations. In the case of dependent clients, 
a therapist using limited reparenting would choose a very different approach to loosen 
the rigid boundaries set by client’s carers. When asked for advice or guidance the 
therapist would point out that this was the schema activating, empathise with the 
client’s difficulties in not being sure of his or her own decision making, and decline to 
give advice (Young et al, 2003).
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Limited reparenting might also include a range of other interventions including self 
disclosure for a defectiveness schema client, or answering appropriate questions to 
give in vivo experiences that a schema activation is not apparent. The role of the 
healthy adult is used in moderating exercises such as imagery, where the therapist acts 
as a guide through often challenging situations.
The role of research with some concluding remarks.
In conclusion, although traditional CBT started with a focus on the working alliance, 
modem CBT and “3^  ^wave” therapies such as Schema Focused Therapy have worked 
with the transferential and reparative relationship roles. This has partly been in 
response to growing use of CBT in more complex treatments and research underlining 
the importance of the therapeutic relationship.
CBT, being a realistic and empirical therapy, has enabled its proponents to use a wide 
variety of research methods when studying clinical work. Researchers were able to 
study the contribution of an effective therapeutic relationship to the therapeutic 
outcome. A recent paper which used a meta-analysis of studies concerned with the 
relationship found that the therapeutic alliance accounted for 5-9% of therapeutic 
variance (Castonguay, Constantino & Grosse Holtforth, 2006). Yet other meta­
analyses find that the therapeutic relationship may account for as much as 40% of 
therapeutic outcome, with the particular method of therapy only accounting for as 
little as 15% (Asay & Lambert, 1998).
It is difficult to separate the relationship fi*om the therapy, given each therapeutic
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model dictates the nature of the relationship formed. Due to previous emphasis on the 
collaborative relationship and techniques arising from it, CBT has been seen as paying 
minimal attention to the relationship (Persons, 1996). However, Keijser et al’s (2000) 
study on the alliance in CBT shows that CBT practitioners, despite being more 
directive and mechanical, are not seen any less favourably than others.
The inter-relatedness of method and relationship raises the issue of a technical therapy 
operating at different levels of the therapeutic relationship. Safran and Muran’s (2006) 
own view is that “technique cannot be divorced conceptually or practically from the 
unique relational context in which it occurs” (from Samstag, 2006). Given that CBT is 
a directive, interventional therapy this will affect the relationship at all levels. This 
should prompt attention and reflection on how CBT techniques and exercises manifest 
transferential and reparenting significances.
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Therapeutic Practice Dossier.
The therapeutic practice dossier is concerned with the practical client work 
undertaken on the course and my position on therapeutic choice and usage. During my 
four years on the course I worked in two NHS and two student counselling 
placements. In all of these placements I was supervised by an experienced practitioner 
and undertook the necessary paperwork and assignments both for the course and the 
placement’s requirements. Over the course, placements have provided for experience 
in humanistic, psychodynamic and cognitive behavioural therapy models. The focus 
of each placement has been on individual client work. However, I have also carried 
out joint assessments, observed other clinician’s work and attended team meetings.
This dossier is comprised of descriptions of the placements I have been on during my 
four years on the practitioner doctorate and my final clinical paper; in which I account 
for my experiences of therapy and pull together my understanding of therapeutic 
theory and usage.
The other work relevant to therapeutic practice, the client studies and process reports I 
completed, are submitted separately in the attachment to the portfolio for reasons of 
confidentiality and anonymity.
62
Description of Clinical Placements.
First year: Placement in Primary Care, two GPs surgeries. Dan 2004-Aug 2004).
My first year placement was spent working for an NHS primary mental health care 
trust. As part of this placement I worked in two GPs surgeries in a large town outside 
London. These were two of more than 20 surgeries served by a psychological 
therapies service that operated out of a headquarters located in the centre of the town. 
This building also provided a home for the CMHT and neuropsychological services.
Although the primary care team consisted of several psychologists, psychotherapists 
and counsellors, work was largely independent and as team meetings were on days 
when I had lectures at university, I only had contact with my supervisor, the 
departmental secretary and the head of department.
The two GPs surgeries in which I worked were located in two very different areas: the 
first was in a largely middle class suburb and the second in a council estate on the 
edge of town. Presentations varied according to the area, with the second surgery 
yielding more seriously affected clients and more presentations of alcohol dependence 
and personality difficulties. Clients were referred to psychological therapies through 
their GPs.
Supervision was with an integrative psychotherapist who had been trained in 
existential. It seemed she drew mainly from her existential base to provide a reflective 
and experiential supervision experience. She allowed me to conduct independent
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client work from the beginning, although initially she vetted and selected suitable 
clients for me to see. I performed my own assessments and saw clients for a typical 6 
session contract. I also wrote letters reporting to the referring GPs and referral letters 
to appropriate services when clients needed more help, or had been mis-referred.
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Second Year: University Student Counselling Service (October 2004-August 2005).
In my 2"  ^year I worked for the university counselling service of a large, redbrick, 
multi-campus university in southern England. The university has a good reputation 
and attracts students from around the country, as well as a sizeable proportion of 
international students. The university is predominantly middle class in socio­
economic make-up.
The university employs a large team of around 20 psychologists, psychotherapists and 
counsellors, all apart from one of which were part time. The service works closely 
with the university GPs surgery, which employs a social worker specialising in mental 
health and a clinical psychologist, both of which are linked to counselling. The service 
also employs two secretaries, one on each campus and they assisted me with 
allocating clients, typing letters and reports, and distributing paperwork.
My supervisor in this placement was a classically trained psychoanalytic therapist. 
This reflected the work I did with clients, seeing a number for the duration of the year, 
and some for more brief focused psychodynamic work of 6-8 sessions. Clients 
primarily presented with anxiety and depression, although a considerable proportion 
brought personality difficulties, of the narcissistic and borderline variations.
As well as client work I also based with tutors and exam committees to give a 
psychological opinion on extenuating circumstances and assignment extensions. This 
gave me some perspective on the relationship with academic work in these
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counselling settings. This placement also involving using psychometrics and the 
CORE computer program for the audit and monitoring of the service.
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Third year: Specialist Services for OCD and recurrent depression (October 05-
August 06)
My third year placement was an NHS specialist psychology service for Obsessive 
Compulsive Disorder and recurrent depression. The service was housed in a building 
within the grounds of a small hospital in a city in southern England. The building also 
provided a base for systemic, psychotherapeutic and alcohol addiction services, who 
would refer to each other in appropriate circumstances.
The specialist services team consisted of a consultant clinical psychologist, a nurse 
practitioner, who was my supervisor, a chartered counselling psychologist and the 
service secretary. The service also used another facility in a clinic in a nearby town, 
however, I was based solely in the service I described first.
Naturally, clients suffered from either OCD or recurrent depression: guidelines for 
referral into the service were very strict, meaning that clients with dysthemic 
depression presentations and psychotic symptoms were referred on. The service 
would accept and provide for difficulties with a personality disorder component and 
in these cases a double service contract of 24 sessions could be used, instead of the 
typical 12-15. Over the course of my year there, the placement implemented treatment 
manuals for both of the disorders it catered for. My therapy at the service used these 
manuals as a template for work with clients.
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Supervision was classic CBT, with sessions consisting of case conceptualisation, or 
considering the relevant technique for difficulties brought up in sessions.
As well as individual client work, this placement also offered me the opportunity to 
attend team meetings. This gave me some insight into the referral system from other 
services, how the NHS controlled waiting list times with a traffic light system that had 
ramifications for service funding and how service referral was organised according to 
the boroughs within the NHS trust.
The opportunity also arose to joint assess clients with my supervisor and the 
consultant in the department. It was very interesting to see other psychologists work 
and have a vivid demonstration of how they assessed both for the service and the 
group they were recruiting for at that point.
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Fourth Year Placement: University Student Counselling Service (October 2007- 
August 2008)
For my fourth year placement I returned to my second year placement at a university 
counselling service.
The settings and team remained much the same, with a staff of around 20 part time 
staff, with one full time head of service. The service still operated over 2 sites, 
however, operations had been relocated from one campus to a central location on the 
other.
Supervision was different. My supervisor, the head of service, is an integrative 
counselling psychologist. Supervision was open to diverse theoretical inputs, but 
retained a CBT focus for in session interventions and techniques. This reflected the 
CBT I was using in this placement. Contracts were short term and aims and goals 
fitted to accommodate what time the student cold allow. Typical contract lengths were 
6-8 sessions. Presentations were primarily of depression and anxiety.
As well as therapeutic work I also attended team meetings. This provided some 
insight into how risk was handled in the service, how different parts of the university 
liased, such as academic tutors, exam committees and GPs. Business meetings also 
showed how the service was run from a financial perspective and how decisions were 
made for funding. During my time there an online counselling service was 
implemented and this was particular interesting as I had provided a literature review
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in my second year which considered the factors surrounding installing e-therapy as 
part of the service.
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“To Have a Structure but to not be Ruled by it.” Final Clinical Paper.
The purpose of this final clinical paper is to reflect on my current practice and review 
the professional development that has shaped that practice over the course of the 
practitioner doctorate. I have been on the doctorate for four years, completing three 
years full time and this final year part time. As I had completed a final clinical paper 
at the end of my third year and spent considerable time and thought pulling together 
my beliefs and ideas of therapy at that time, I wanted to present a progression fi*om 
that paper in this final version. I intend to do this by presenting an overview of my 
understanding of therapy from my third year, then account for the factors that 
constituted that understanding, before moving on to reflect on what has happened to 
those tentative conclusions in the past year: the challenges my beliefs have faced; the 
reflections I have made; and the therapeutic experiences that I have been exposed to.
The Understanding of My Practice as Presented in the Third Year
My third year final clinical paper tracked a variety of experiences I had had over the 
years of the doctorate: how I felt using the different therapeutic models; how they 
worked with different clients; how I felt I could integrate different therapeutic 
theories; and what reactions I had to different approaches, opinions and pressures on 
my practice. I pulled these together by what I felt accounted for effective therapy and 
improvement in the client and my understanding of why particular methods suited 
particular clients. This was how I chose to interpret the function of the final clinical 
paper, as accounting for my current thinking on practice. This is not to say what I 
presented and will present in this paper, explains everything about my use of therapy;
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not at all. However, explaining what I feel to be effective in therapy and how I 
understand why it is, constitutes what I feel is most representative of my current 
thinking on practice; the methods I choose with given clients. Therefore it is on this 
that I will focus.
I proposed that my thinking on therapy was founded on a few fundamental principles: 
efficacy; appeal to the unconscious; the commonality between therapies; and the 
psychopathology and relational style of the client.
These principles were how I explained my view of optimal therapeutic choice, having 
considered past experiences and what I had learned about mental ill health and its 
development. It seemed to me that the success of therapy depended on its capacity to 
convey a relationship most useful to clients in accessing their unconscious and the 
resources they have to help themselves there. I felt this after concluding that if 
therapeutic outcomes were much the same across therapies (Asay & Lambert, 1999) 
and common factors seemed more relevant than methods used in the improvement of 
morbidity, then what distinguished the therapies was the kind of relationship they 
provided and the role of the therapist within it. Furthermore, what I felt was important 
was the degree of structure inherent in the different relationships broadly offered by 
these therapies: CBT offering a structured, technical therapy and therapeutic 
relationship; psychodynamic therapy, an unstructured and interpretative one; and 
humanistic therapy, an unstructured and facilitative one.  ^ It was the relationship 
between the kind of structure in the therapy and the kind of structure in the client’s 
psychopathology and personality that I felt was crucial to the therapeutic outcome. I
Allowing for variability across individual therapists’ style.
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felt that this could be explained in any of the therapeutic languages but I felt it was 
most aptly expressed according to Kleinian ideas (Klein, 1932). From my first final 
clinical paper:
“I wondered whether in addition to the client receiving a bad or good object in 
childhood, the object is also structured or unstructured according to the style of that 
individual’s parenting, or development.
I considered that therapy might interact by communicating through a good object, or 
offering a different experience to a bad object.”
This draws upon different strands of psychotherapeutic theory which I will discuss 
later.
Hence, having pulled these ideas together, I concluded my practice would be 
pluralistic, with my choice of therapy and therapeutic relationship with it, depending 
on an assessment of clients’ psychopathology and their need within the therapy. I felt 
integration was not helpful for me at this stage of my training, as maintaining a 
consistent relationship which communicated with the client’s psychopathology was 
what lead to therapeutic change in the client.
This thinking still forms a large part of my view on therapeutic choice. I wish to 
account for the factors that contribute to this understanding.
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Clients
My experience with clients was perhaps the most important factor in my consideration 
of what worked in therapy. I felt therapeutic contracts that were less satisfactorily 
resolved informed my ideas about what would constitute a more successful therapy 
the most.
In my second year, whilst practising psychodynamic therapy at a student counselling 
service, I saw a young lady in her late twenties who had been referred to me for 
anxiety and panic attacks. Her degree of discomfort was obvious from the outset of 
therapy; she spent considerable time in session clearly ailing from the somatic 
symptoms of her panic and would often gesture for me to rescue her from silences.
Early on in the therapy I suggested to my supervisor that my client be referred to 
someone else who could practice CBT, as I felt the space in the psychodynamic 
relationship was not helpful and progress was not being made. We reflected in 
supervision that an analysis of the transference would be helpful for her to understand 
that her anxiety arose from dependence on senior figures. This was based on an 
understanding of her work situation and her history. Supervision also raised the 
possibility that I could practice a more structured therapy but did not mention I could 
refer on. It was a difficult situation as I agreed with the formulation we had negotiated 
based on dependence and agreed it would be helpful if  she could gain insight through 
our relationship on that dynamic. However, I did not know whether it would be 
possible to help her in this was and furthermore, I felt very reluctant to start a therapy
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with a model I was, as of yet, untrained in. Feeling there was a greater likelihood of a 
positive therapeutic outcome, I continued to practice psychodynamically.
Unfortunately, my client’s state did not improve, she terminated therapy and took a 
break from her work. Our last session was perhaps the most beneficial, where we 
negotiated the interpretation of avoidance from emotions, resulting in anxiety when 
they arose.
Considering this case whilst writing my final clinical paper for the first time, I 
hypothesised that this was an example of a client with a good structured object. It 
seemed as if education and work had provided a stability lacking in her family 
background. She had been successful academically and seemingly capable of a happy 
independent life before a number of traumatic events prior to our therapy. I wondered 
if a structured therapy would have communicated to her the healthy structure which 
had seemingly been present in her life prior to a number of unfortunate circumstances 
and enabled her to recover.
A year later, in my third year, practising CBT at a specialist clinic for OCD and 
recurrent depression, I was able to choose either unstructured or structured 
interventions. For one client I felt that a dynamic unstructured way of working was 
optimum. This was because I felt struck by the depth of my client’s unhappiness and 
the rigidity her life and thinking seemed to take in an attempt to cope with it. It 
seemed as if self-help books, alternative medicines and relaxation regimes filled her 
time to try and prevent her feeling low and yet she seemed in a constant state of 
misery. I felt CBT could be dangerously reinforcing of what I might think of as a bad
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structured object. I also felt her fear of her own emotions needed a relationship 
without constraints of technique or pro-active interventions in order to convey a sense 
of her emotions being acceptable and loveable. This being in line with Klein’s (1932) 
consideration of therapy providing “containment.”
Our therapy comprised of interpreting her defences around her emotion and suffering. 
There seemed to be great sadness around feeling abandoned, disappointment around 
relationships with her parents and anger at her treatment by friends. This was realised 
as she came to appreciate her projection onto me through interpretation of the 
transference. I became an object for her to structure herself by with her trying to 
satisfy me with reports of her progress, trying to impress me and trying to remain 
“strong” and “above her emotions.” Gaining insight into this enabled her to give space 
to her emotions. She came to accept the way her father treated her even appreciate 
what little he did do for her and allow her emotion to guide her choices, as opposed to 
lists of rules or “shoulds.”
My therapy with her took the form of an unstructured interpretative relationship 
which I felt was necessary to challenge the structured assumption around having to be 
happy that so suppressed her sadness and frustration. I felt the containment offered 
through interpretation offered a more genuine and understanding challenge to her 
assumptions that conferred value and acceptability to emotions she considered weak 
and unacceptable.
These experiences really made me consider the most appropriate ways of working 
with clients. The degree of structure a therapy offers and how this interacts with a
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client’s pathology and personality was how I explained what constituted a good 
therapeutic outcome. This, as I have already said, refers to the idea of structured and 
unstructured good and bad objects. I think this notion requires further explanation.
Structured and Unstructured.
The observation that clients’ psychopathology, symptoms and perhaps even 
personality appeared to me as either significantly structured or unstructured, lead me 
to consider the notion of a structured or unstructured “object.” I found that clients’ 
difficulties presented as either leading them to a state of rigidity or 
disintegration/chaos. Some tightly control their behaviours, regimes and thoughts in 
an effort to control their emotions; a structured presentation; others react to their 
emotion with a more unstructured formation, letting their world collapse around them 
and not looking after themselves.
It maybe clearer to explain how I think of the bad structured or unstructured objects’ 
functioning using CBT language. Dysfunctional assumptions underlie a client’s 
psychopathology and personality, in keeping with Pearson’s (1989) form of case- 
conceptualisation in CBT. An example of an structured object maybe explained 
though a dysfunctional assumption such as:
“ I am only good enough if I am perfect.”
“Perfect” itself is a rigid construct which assumes unachievably high standards and 
where “perfect” is considered to also include relational, hygienic, timekeeping and
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personal or moral standards, “perfect” becomes even more rigid. Alternatively, a 
dysfunctional assumption that might underlie a bad unstructured object might be:
“Iff  have or start anything for myself it will be destroyed/taken away.”
The idea of having things destroyed or taken away could lead to the breakdown of 
structure as the client assumes important facets such as career or relationships will 
come to nothing if  they invest in them.
This idea of structured and unstructured psychopathology relates to Freud’s idea of 
psycho-sexual development (Freud, 1916a). Freud postulated that the libido moves 
through several areas or stages in the infant: oral, anal, phallic, a latent stage and the 
mature, genital stage. He proposed that fixations at any of the stages resulted in 
various characteristics in the individual and that those characteristics were dependent 
on the nature of that fixation. He considered that fixation presented according to the 
doctrine of the opposite; based on the manner with which the infant dealt with 
conflicts associated with the stage. For example, in the anal stage this meant either a 
retentive or expulsive fixation. Perhaps the most well known characteristics are of the 
anal retentive nature, which leads to orderliness, perfectionism and pedantry in the 
individual.
The understanding I proposed to structure my own choice of therapy does not use 
Freud’s developmental stages but does classify development as structured or 
unstructured. This follows the idea of retentive and expulsive formations and I also 
consider that such development results in adult characteristics.
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Adult personality and Freud’s thinking on the development of psychopathology is 
also drawn upon in my understanding. Freud considered that neurotic development 
reflected infantile fixation, as that represented the last occasion an individual had of 
getting his/her needs met and it was to that point the individual regressed. This 
fixation represents a disposition in the individual, which when confronted with a 
trigger results in neurosis (Freud, 1916b). My understanding does not use the idea of 
fixation but suggests that development up until that point will be reflected in the 
client’s psychopathology.
My understanding also suggests that there is some degree of internalisation of the 
structure, or lack thereof, in an individual’s upbringing. I use Klein’s (1932) idea of 
the object because I think it lends itself more easily to being called “structured” or 
“unstructured” than other concepts. Most, if  not all, therapeutic traditions make 
recourse to internalisation: Young’s (1990,1999) “schema,” Winnicott’s (1960) 
“False Self’ and Roger’s (1957) “Self-Concept” to name but a few. Depending on the 
client and his formulation, all of these can refer to structured or unstructured 
assumptions within clients.
This is important to explain because I am suggesting that it is not how a model 
conceptualises that is effective but the relationship each utilises in order to do so and 
the many opportunities this presents for us to engage with clients. This also draws on 
the idea that there are many levels to the therapeutic relationship. Gelso and Carter 
(1985) proposed that the therapeutic relationship was made up of 3 levels, or could 
utilise any one of 3 roles: transferential, real and working alliance. This was later
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added to by Clarkson (1995) who suggested reparative and transpersonal relationships 
of relational levels.
My understanding, which brings together my reasoning behind what might be 
effective in therapy, has its roots in the idea of different levels of relationship (as 
Gelso & Carter's 1985 work reflects) which can be chosen to communicate most 
effectively with the structure of clients’ psychopathology and personality. My 
developing ideas of personality structure and its role in the development of mental 
health difficulties have been influenced by Freud's (1916a, 1916b) ideas, that the 
nature and course of development becomes internalised in the individual and 
psychopathology reflects this development. Of course, the reasoning I have explained 
differs because my clinical experience and logic seem to have showed me what is 
most important: two levels of therapeutic relationship, structured and unstructured, as 
opposed to Gelso & Carter's 3 (1985), or Clarkson’s (1995) 5 levels, and an idea of 
psychopathology which is not so specific to developmental phases (Freud, 1916a) and 
which utilises an idea of internalisation, as opposed to fixation (Freud, 1916b).
Consistencv
Consistency flows from these ideas as I propose the level of structure in the 
therapeutic relationship is vital and that the model determines that structure; the 
therapist has to remain consistent in the model he is presenting in order to continue to 
communicate the degree of structure most effective with the client and the nature of 
their psychopathology. This is a position that has very much been influenced by my 
own experiences of therapy.
80
I found the integration or eclecticism of my own counsellor highly unsettling. I was 
left feeling not listened to in the times she changed between a blank screen approach 
and a more interventionalist, pro-active stance. My own sense of feeling thoroughly 
confused with changing therapeutic stances and the different relationships they 
presented for me as a client, gives me a belief that one therapeutic method, and with it 
the relationship it represents, is most effective if  used for a sustained period. I choose 
“sustained period” specifically because I can imagine in some long term therapeutic 
relationships, the method I might choose to use may change to adjust to the needs of 
the client. I would have to understand this as changes in the structure of a client’s 
psychopathology and personality. I also feel that there has to be some “trying out” to 
find the most appropriate therapeutic stance and with it relationship, to use with a 
client. I feel though, that having found and negotiated this, one should then persevere 
with that method. My own experiences rather reflect this position as well: after quite 
some time “trying out” and negotiating what would be successful between us, my 
therapist and I did find a way of working that lead to my improvement.
My experiences as a therapist are different but confirmatory to my feeling that 
because of the relationship conveyed by the therapeutic method, a consistency is 
needed. I most often feel this in instances where I refer to the transference in CBT 
contracts. Whereas in psychodynamic contracts transference interpretations seem to 
have a way of opening up or moving things onto deeper client material, I often feel 
such interventions do not have such a reaching impact in CBT therapy. This feeds into 
my belief in therapeutic consistency by showing me that interventions which are not 
in keeping with the chosen stance have a more muted effect
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These observations add to my understanding of therapy that consistent enough a 
relationship is needed to maintain the communication with structure in the client’s 
psychopathology. This therapeutic choice and its consistent use comes from what 
form of therapy I felt best accesses and provides insight into a client’s unconscious.
Developmental Considerations.
Saying developmental considerations are part of my therapeutic approach seems fairly 
pedestrian. As I have suggested already, I believe in formulation and therapeutic 
choice on the basis of that formulation. This is rooted in the widely accepted idea that 
most psychopathologies are rooted in the assumptions, beliefs and values we learn as 
children.
What I do feel needs some clarification is my thinking that psychopathology takes a 
degree of structure; that is, it is either structured or unstructured; and how I feel this 
might arise from development.
When I considered whether it was the structure in the therapeutic relationship that 
might interact with the structure of the client’s psychopathology to produce a 
successful outcome, I questioned whether this might have a root in parental caring 
styles. From my first version of the final clinical paper:-
“I thought of this as being an idea of how help is given from parents. Some parents 
‘be with’ their child’s suffering, by holding, touching, conveying an empathy without
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necessarily speaking. Others are more ‘structured,’ and ask more, speak more, 
perhaps make suggestions. I thought that the idea of this being a good or bad object 
fits with the child’s preferences (which could possibly be innate,) or the success or 
care with which the object is given. Asking questions too many questions and in an 
anxious way would exemplify a ‘bad’ structured object; a bad unstructured object can 
be a chaotic parenting, or neglect. I also asked myself whether this fitted with any idea 
from developmental psychology I knew of and wondered whether the ‘script tradition’ 
(Schank & Abelson, 1977), could explain the child’s expectations of receiving help.”
The script tradition (Schank & Abelson, 1977), which holds that a "cognitive script" 
internalises and structures the individual's thinking and behaviour in a given situation 
by patterns and routines that have been learned previously, fitted my emerging ideas 
by providing an explanatory frame by which children came to expect help. Having 
been taught that help would be given in a certain way from having received help 
before, the child would know that their parent's care would follow a given pattern and 
routine. Furthermore, the idea of internalisation within the "script tradition" is very 
much in keeping with the ideas that I suggest, that a structured or unstructured object, 
or assumptions, become deep seated within that individual's personality.
Another developmental theory I considered later involved more directly ideas of how 
parents cared for their children. Baumrind (1967, 1980) conceptualised different 
parenting styles based on the level of discipline used by caregivers. She 
conceptualised 3 parenting styles: authoritarian, in which parents had definite, non- 
negotiable ideas of discipline and rule setting; authoritative, in which parents used 
discipline and rule setting but in a flexible negotiable way and permissive, where
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parents took a laid back attitude towards discipline and rule setting. Maccoby and 
Martin (1983) further added to this by considering the success with which parenting 
was given and conceptualising each of the parenting styles in terms of the demands 
they placed on the child, in terms of discipline and rule setting. They considered the 
authoritarian parent to be an unresponsive, demanding parenting style; the 
authoritarian to be a responsive, demanding parenting style; permissive parenting to 
be responsive but undemanding; and named a final category uninvolved to denote 
parents who neither disciplined, nor seemingly responded to their children.
Responsive Unresponsive
Demanding Authoritative Authoritarian
Undemanding Permissive Uninvolved
From Maccoby and Martin (1983)
This conceptualisation of parenting styles seemed to map very directly onto my 
understanding of structured and unstructured objects and how development 
determined how individuals would develop such a personality structure. I thought 
there was a great deal of similarity between Maccoby and Martin’s (1983) idea of 
levels of demand and my idea of levels of structure within my understanding. 
Similarly, I considered their idea of unresponsive and responsive parenting as similar 
to the way I conceptualised the good and bad object. This made Maccoby and 
Martin’s (1983) conceptualisation seem very related to my own, using different 
expressions. Baumrind (1967, 1980) and Maccoby and Martin's (1983) work seemed 
to be an established research line that provides a background to my thinking. What
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this work does not do though is make the assumption that the parenting style 
internalises within the child and is reflected in their later development, personality and 
psychopathology. This is an assumption paramount to my own ideas which I 
discussed earlier.
In formulation, a psychologist comes to understand a client’s situation through the 
developmental experiences they have had and how these experiences have shaped the 
perception and thinking of that client. I proposed that my assessment and formulation 
would also consider the degree of structure the individual has internalised and use 
this, in consideration with the rest of a client’s presentation, to choose which therapy 
would be most suitable.
Conclusions on mv understanding from the 3^  ^vear.
I pulled together my understanding and experience of therapy over the first 3 years of 
the doctorate by proposing that the structure inherent in each of the therapeutic 
models interacted with structural variables in the psychopathology of the client. 
Underlying the negotiation between therapy and client were the assumptions that: 
therapeutic outcomes were the same between models; that common therapeutic 
factors moderated therapeutic outcome; that developmental factors influence the 
psychopathology of the client and that the most effective therapy is one which 
communicates best access a client’s unconscious.
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Mv motivations for proposing this understanding.
I think it is important to reflect on why I chose to present my understandings in this 
particular explanatory way.
I think I am a person who very much enjoys playing with ideas and using them in a 
creative and functional way. It seems like a natural extension and reflection of myself 
to be able to present in this paper how I weave together common strands in my 
different beliefs on therapy and ways of working.
Secondly, I feel having some way of explaining how I can account for each therapy 
used is a matter of professional responsibility. There is an increasing pressure for 
evidence to account for therapy for specific disorders and my explanation of how I 
think about therapy attempts to account for the interventions I would use based on 
each clients presentation. I try to be objective about this and base it on the client’s 
needs, as opposed to my own preferences in therapeutic choice.
Finally, I think there is a more defensive function about this. I am a character who 
worries and is concerned with doing things in a responsible and effective manner. 
Having an explanation to account for my practice feels protective and safer than not. I 
do realise the danger in this is that interest, curiosity and understanding become stifled 
in an attempt to render everything tied up with logic. I hope my ability to continue to 
criticise my understandings and awareness of why I try and understand and resort to 
intellect and reason opens up some of the rigidity and reconnects with the
86
opportunities not knowing, or not being able to explain, offers us. This is something I 
reflect on when considering how my understandings have evolved over the past year.
Challenges and Reflections on the understanding of therapv previouslv presented.
I wished to use this section to document where my understanding of therapy 
underwent challenge and reflection over this past year. First, I will discuss a situation 
where my understanding would contradict my therapeutic instincts before going on to 
discuss the influence of integrative supervision.
OCD
OCD presented a circumstance where the understanding I had proposed ran contrary 
to my therapeutic instincts.
I would have to consider OCD as an example of psychopathology that has a structured 
manifestation. Structure, rigidity and regimentation are the very essence of the 
disorder, to the extent that it has become dysfunctional, if not debilitating. According 
to my understanding of therapeutic interventions this would necessitate a structured 
therapy if  the client seemed to have received a good object or a unstructured therapy if 
the client seemed to have received a bad object.
The difficulty arises because, in my experience, I haven’t seen any clients with OCD 
who I experienced as having a stable and nurturing enough a background nor sure 
enough an identity, to consider that they have had a “good object.” I have also
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considered whether the severity of OCD is such it would seem difficult for anyone 
suffering from it to have received a good object.
Despite this, I would find it difficult to imagine offering an OCD client an 
unstructured therapy such as psychodynamic or humanistic and it being beneficial. I 
have heard of psychoanalysts who have worked successfully with OCD presentations, 
and that fills me with curiosity as to what their sessions would be like and how their 
therapy would have unfolded. I just cannot imagine offering anything other than CBT 
because of the nature of OCD, however.
OCD is one presentation that really forces me to consider the understanding I have 
reached with therapy as my instinctive reaction to the most appropriate intervention is 
not matched by my developing ideas of psychopathology and therapy.
More experientially, integrative supervision has also made me reflect on my 
understanding of therapy.
Integrative Supervision
In the past year I have had integrative CBT supervision. I found this experience 
challenging to the understanding of the therapeutic choices that I have explained. My 
supervisor simply questioned whether decisions I came to therapeutically were based 
on the client’s need or whether they were just derived fiom constructs in my head. 
This manifested through challenges to ways of working I had used with clients that 
corresponded to the logic that I have explained.
I reacted to this with some curiosity, thinking maybe the way I had explained things 
had come to set the agenda with clients, and not the client’s need. What I found after 
considering this though was that experimenting with different ways of relating 
through therapeutic models was not productive with clients. Client who had “bad 
structured objects” seemed to find unstructured interventions most revealing, as were 
structured therapies and exercises for those that I considered to have bad unstructured 
objects. This made me think that even iff  was setting an agenda with this 
understanding, it was one that reflected the best interests and needs of the client. My 
hypotheses were being verified with client work.
What remains a key point for reflection from this though was whether my pluralistic 
assumptions exerted too great an influence and needed to be balanced with more 
concern for the usefulness of a given intervention for a client at a given time, 
regardless of its theoretical heritage.
Another issue integrative supervision has caused me to reflect upon is the nature of 
catharsis within different models and this has made me consider whether integration 
might be possible and helpful.
These issues arose when I recognised a difficulty I was having with CBT work was 
the extent that the focus needed to be on facilitating emotional expression and safe 
relationships and support networks to enable it or the revision of thought, assumptions 
and beliefs in order to change “negative” emotions to “positive” ones. This arose 
through work with people who were very heavily defended and seemed incapable of
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expressing their emotions whilst being aware of them and feeling the anxiety 
provoking and disabilitating effects of them. The manualised CBT I had been 
expected to give in my 3^  ^year placement, a recurrent depression clinic, seemed to 
promote revising these emotions through thought modification. It felt that revising 
thoughts with defended clients simply put a different spin on the defensive 
assumptions and thoughts they had about emotions; as opposed to accessing their 
emotion in order to more genuinely achieve some work with them. I found myself 
confused as to what CBT work provided therapeutically: an opening up and capacity 
to be able to relate to difficult emotions; communication with them to find some peace 
with those emotions or the provision of alternative evidence for thoughts and beliefs 
to modify feeling.
I found my supervisor very reassuring, normalising my anxiety regarding “doing” 
CBT when so many variations of CBT existed, with so many different emphases. She 
explained that for her it was about being able to express emotion, which she referred 
to as “catharsis,” then being able to structure recovery and healthy functioning. She 
said it was establishing when and whether catharsis could be achieved. She cited 
phobias as an example of when fear was achieved all too easily and dysfunctionally 
and needed revision. In circumstances where defences prevented catharsis, focus had 
to change to achieving it and enabling it through facilitating the individual and their 
support network, before using exercises and techniques to change that emotion.
This seemed to bring together psychodynamic therapy and CBT in a way I very much 
identified with. My interpretation of CBT has always been one that acknowledges the 
transferential relationship based on the necessity of using it with complicated clients
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(this I reflect upon and discuss in my 3^  ^year essay.) My reaction, and I use 
“reaction” specifically as this has all happened a week before writing this, was that 
perhaps integration based on achieving catharsis through psychodynamic means then 
using CBT methods to modify and altar emotion and function, could be promising for 
me to reflect on and perhaps use.
Practice and emplovment Issues.
I think the emerging awareness of the likely demands of the workplace make 
integration seem more practical and effective. Having worked in several different 
types of placement I have become aware of the restrictions on methods and contract 
lengths that will come with jobs I am most likely to apply for. Especially over this 
past year as the prospect of employment seems to be coming ever closer.
The time and method restrictions that are likely to operate in employment challenge 
my thinking from the perspective of practicality. There is unlikely to be the time and 
resources to practice pure, unstructured therapies such as psychodynamic, perhaps not 
even in time-limited form when one considers some contracts are set as short as 6-8 
sessions. This leads me to consider what is most effective given the likely resources a 
starting job is likely to allocate me. Here, the integration I recognised through 
speaking with my final year supervisor becomes attractive, of obtaining catharsis, if 
necessary using relational, psychodynamic methods, before using structured 
interventions to recover and mould the emotion freed from it. There seems to be space 
within this thinking to offer an experience of unstructured methods with clients 
presenting with structured psychopathologies and using CBT to facilitate healthy
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functioning afterwards; and if unstructured interventions are not necessary, CBT is 
intrinsic to this integration and performs the work of a structured therapy.
Conclusions.
To conclude, there has been reflection on my understanding of therapy since a year 
ago comprising of: considering where my explanations fell down theoretically and 
experientially; how it relates to the guidance of supervisors; and the acknowledgement 
of the political climate therapy operates in today.
By attempting to explain every way of relating and administering therapy according to 
psychopathology, my understandings from the year seem sincere but over- 
ambitious. I would like to think that these challenges and reflections have lead to my 
understanding becoming more open and flexible with the recognition that I cannot 
explain everything. What I feel I retain: is an enthusiasm to provide good, empathie 
therapy with methods that suit best the client’s preferences and capacities; to 
challenge dysfunctional rigidity and structure improvement where clients have fallen 
into disarray. It feels as if  there is more room for uncertainty, and with it the curiosity 
about clients’ difficulties and meaningful reflection on the optimal ways to aid them. 
At the moment this feels like something that will involve both old and emerging ideas 
of how I might practice and integrate in the future.
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Research Dossier.
My research interest during the course was Evidence Based Practice. This research 
dossier includes a literature review and two qualitative research projects on this 
subject.
For the literature review I considered: “Assumptions and Opinions underlining 
Evidence Based Practice: Issues for Counselling Psychology.” This paper explores the 
nature and philosophy of EBP, how the theoretical schools have reacted to EBP’s 
implementation and how this reflects their underlying philosophies. The consideration 
of how therapeutic schools have reacted to EBP’s implementation reflects the issues 
for Counselling Psychology; that embraces diverse ways of working and different 
philosophies in inquiry and psychotherapy.
For my first qualitative research project I used Thematic Content Analysis on EBP 
documents, in order to consider EBP as a social representation: “Social 
Representations of EBP: A qualitative study” considers EBP anchors within medical 
and scientific models to project a respectability and authority with the symbols it has 
crystallised and continues to project, such as the phrase “evidence based” itself.
My second qualitative project is entitled “Therapists experiences of EBP: towards a 
Grounded Theory.” This study interviewed practitioners about their experience and 
dealings with EBP. Interpretation of the data gathered lead to a proposed process 
model based on the experience of recognising the various characteristics of EBP, a 
process of negotiating perceived facets and characteristics with the practitioners own
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beliefs, experience and knowledge (interaction), and responding accordingly 
(resolution).
These research projects will follow in this the research dossier.
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Assumptions and Opinions underpinning Evidence Based Practice: Issues for
Counselling Psvchologv
Abstract.
Evidence based practice emerged in the form of guidelines for the provision of 
psychotherapeutic services and the evidence that would determine that provision. This 
paper examines the assumptions of those guidelines, with their underlying philosophy, 
on the evaluation of psychotherapy and the opinions within the field as to that 
application. Where the assumptions of evidence based practice agree with those of a 
therapeutic school there is little difficulty but where there is a difficulty-of-fit 
therapeutic schools debate their stance on EBP. Midgley (2004) characterises the 
dilemma as negotiating the straight of Messina, where Charybdis and Scylla represent 
the dangers of abandoning evidence based practice, or abandoning the principles of 
the therapeutic school. These are the directions non-positivistic psychotherapeutic 
schools found themselves pulled in.
Counselling Psychology, which embraces a range of philosophies on research and 
psychotherapeutic methodologies, finds itself in a similar position, questioning 
whether to adopt the assumptions of Evidence Based Practice or exist outside it. 
Opinion raised from outside EBP’s methodology and assumptions has examined the 
use and strengthening of qualitative methodologies congruent with these forms of 
psychotherapy. The literature also suggests public and professional discontent and 
disagreement with EBP, which could also be the focus of further research.
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Assumptions and Opinions underpinning Evidence Based Practice: Issues for
Counselling Psychology
Evidence based practice has its roots in economic and political systems which have an 
impact on healthcare provision. Its philosophy states that where there is evidence for a 
particular action this should be taken into account. Evidence based practice prescribes 
a hierarchy of research evidence which prioritises quantitative methodologies. These 
guidelines and evidence based practice are compatible with the philosophies of some 
psychotherapeutic schools but not others. This paper will examine the implementation 
of evidence based practice, its assumptions and the opinion in the affected schools of 
psychotherapy, specifically: cognitive behavioural, systemic, psychodynamic, 
existential-humanistic, humanistic and integrative psychotherapy. Furthermore, it will 
examine the impact of evidence based practice on counselling psychology and the 
direction of future research on the basis of this stage in our evolution.
Evidence Based Practice grew out of the legality of American healthcare's insurance 
payments in the 1980s and 1990s and trends in capitalist politics. Debate was raised 
as to the cost of psychotherapy courses related to specific mental illness, and research 
was reviewed to prescribe particular treatments for particular illnesses (Roth & 
Fonagy, 1996). This reflected a medical, or pharmacological, method of evidencing.
In this an onus being on the most cost effective intervention to treat a given disorder, 
suiting policy makers interested in budgeting for psychotherapeutic provision. Roth 
and Fonagy (1996), working on behalf of the Department of Health (DofH), proposed 
the model for the implementation of Evidence Based Practice in psychotherapy. They 
stated their hope to optimise clinical care with contributions by both researchers and 
practitioners. They proposed that clinical innovation, illustrated and tested through
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case studies, should be held up for empirical investigation, the fruits of which form 
Clinical protocol. Roth and Fonagy (1996) termed this Evidence based practice, 
which determines clinical judgements, influences training, theory development and 
outcome benchmarking.
The NHS and Department of Health determined how research was to be valued in the 
review that Roth and Fonagy (1996) undertook. They published papers ( DoH,1996,
2001) that defined guidelines for the quality assurance of psychotherapy which 
deemed which particular research paradigms were more appropriate and legitimate.
Type 1 evidence:- at least a systematic review, with a randomised control trial.
Type 11 evidence:- at least a randomised control trial.
Type 111 evidence:- at least one well designed intervention study without 
randomisation.
Type rV evidence:- at least one well designed observational study.
Type V evidence:- expert opinion, including that of service users.
(Department of Health, 1999b, p.6)
The hierarchy's constitution of almost exclusively quantitative methodologies gave it 
a particularly positivistic stance. Positivism, or realism, is the epistemological belief 
that we can perceive the outside world and through our perceptions do meaningful
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research and come to objective conclusions. Accordingly, there is the assumption that 
perception and reality match each other unproblematically and that our senses are to 
be trusted with the outside world. It is a traditional scientific perspective on the 
acquisition of knowledge.
In terms of the human sciences the application of this philosophy is questionable. 
There is the issue of whether we can we really trust our perspectives when observing 
human behaviour and the highly subjective material of human thought and feeling 
(Jones, 1957). Also, realism is applied in a particular way in evidence based practice 
(Hart & Hogan, 2003). Scientific application of realism tests a theory by an 
experiment, in which observation is assumed to say something about reality. In 
evidence based practice theory is not regarded, there is merely the approval of a given 
methodology in a study, and then, depending on its result, the prescription of the 
“treatment” used to the diagnostic category. The method that is heavily endorsed by 
evidence based practice- the randomised control trial- is a powerful tool for the 
verification of theory, yet it does not and cannot promote discovery, something which 
can be done with qualitative methods (Milton, 2001). This emphasis on verification is 
rather constricting: if  psychotherapists can only practice in an evidence based fashion, 
which is only verification, how or why would they try anything else? (Corrie, 2003)
Beyond the philosophy which underlines evidence based practice is the research 
methods that were prescribed and the assumptions they had. Quantitative 
methodology assumes the homogeneity of the client within the diagnostic category, 
the homogeneity of the psychotherapeutic administration and does not account for the
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complexities of the therapeutic relationship, diagnosis or social context factors. 
(Owen, 2001)
Homogenity of clients is incompatible with the view of mind that many 
psychotherapies share. Psychotherapies that err to the humanistic, non-directive end 
of the spectrum consider that each individual's experience is unique and that 
quantitative methods are incompatible because they reduce the richness of such data 
and result in comparisons that are largely meaningless. Accordingly such 
psychotherapies do not conceive of diagnosis, or diagnostic categories, as they do not 
appropriately describe the experience of the client's suffering.
Compilations of diagnostic categories such as the DSM-IV (APA, 1994) are the 
attempts of psychiatrists and psychologists to describe mentally disordered 
phenomena by naming them according to their symptoms. Diagnostic categories 
assume a positivistic philosophy, that the label given to a disorder reflects the 
objectivity of the populace afflicted and their experience. For psychotherapies that 
share such a philosophy the use of diagnostic categories is only as problematic as the 
extent to which such a label meaningfully reflects the experiences of the population 
given it. This naming is perhaps particularly open to question as its process is the 
result of consensus, a method rarely associated with objectivity. The somewhat 
cliched illustration of the subjective nature of the DSM system was the removal of 
homosexuality as a psychopathological category back in 1974 (Marzillier, 2004).
The change, which has been attributed as more for political reasons at the time, is not 
the only source of concern for the accuracy of the DSM-IV. Within categories there is
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tremendous variety. For example, in Obsessive Compulsive Disorder diagnosis which 
can involve either obsessions or compulsions. It includes Obsessional hoarding, which 
in the majority of cases is not experienced negatively by the client, questioning the 
suitability of the diagnostic label in such instances and which departs from a primary 
feature of other obsessions, which are experienced negatively (De Silva & Rachman, 
2004).
More relational psychotherapy's objection to diagnostic categories is similar to their 
objection to quantitative methodologies. There is a reduction of the experience of the 
client when a label is given, especially one which describes the experience they 
should have had in the form of symptoms.
The guidelines with which evidence based practice was implemented and the 
philosophy it carried, demanded psychotherapies yield research with concrete data 
over homogenous participants. Due to the incompatibilities many psychotherapeutic 
schools had with this type of research, many were unable to yield research to support 
their therapy's efficacy. Roth and Fonagy's book “What Works for Whom?” (1996) 
which reviewed the literature on psychotherapeutic efficacy for each diagnostic 
disorder, formed the basis of the Department of Health’s clinical practice guideline:- 
“Treatment Choice in Psychological Therapies and Counselling” (2001), which 
recommended the use of the psychotherapies that could demonstrate the benefits of 
their use. The Cognitive Behavioural family of psychotherapies were recommended 
for the vast majority of the adult mental health disorders it reviewed the research on. 
The systemic family of psychotherapies were recommended in three diagnostic 
categories and research on psychodynamic psychotherapies was mentioned as
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possibly being efficacious in three instances, PTSD, somatic disorders and personality 
disorders. Where an absence of evidence existed Treatment Choice (DofH, 2001) 
appeals to the practitioner’s expertise for the most appropriate therapy, which includes 
psychotherapies whose efficacy has not yet been evidenced.
Such recommendations were inevitable given the way in which research acceptability 
was outlined. Recommendations reflected those psychotherapies that provided the 
most concrete data, which were also those psychotherapies that worked quickly and 
cost-effectively. An objection from other therapies was that psychotherapy could not 
be reflected with such concrete data, they considered psychological change and 
process could not be reduced to the numeric (Owen, 2001).
Positivistic Paradigms. 
Cognitive Behavioural Therapy.
Cognitive Behavioural therapy has a history of yielding research based on numeric 
data in line with positivistic assumptions. Having evolved firom a medical model, it 
actively embraces diagnostic categories and formulation within CBT is on the basis of 
psychological theories that explain the presentation of such diagnosis.
Cognitive Therapy sees the individual as an active agent in his/her own world. That 
person is in interaction with the world in the form of interpretations and evaluations, 
which are accessible in the form of thoughts and images. Emotions and behaviour are 
mediated by such cognitions: we will react to our interpretation of a given situation.
As our experience builds of interpretations and evaluation, a structure of such material 
called a “schema” develops, shaping our perception by the assumptions we already
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bring to it. In psychological ill health there is a malfunction in interpretation and 
evaluation and schemata cannot adjust. Cognitive Behavioural therapy works by 
compiling evidence to adjust the schema, unlearning maladaptive behaviours and 
thoughts and learning more adaptive ones (Dryden, 1996).
The backing of government policy for CBT in the form of evidence based practice has 
resulted in the profileration of research that further investigates CBT's efficacy with 
each diagnostic category. An example from Vieta and Colom (2004) whose title: 
“From wishful thinking to an evidence based practice,” illustrates the attitude with 
which evidence based practice is regarded in the Cognitive Behavioural Community, 
their paper reviews quantitative work using CBT on bipolar disorder and states 
statistics on the efficacy.
Although Cognitive Behavioural Therapy is in the privileged position of being 
promoted by evidence based practice because of its underlying philosophies’s 
compatibility with that of the imposed research hierarchy, evidence based practice's 
focus on the intervention, as opposed to the process, risks the danger of reinforcing 
administration of the technical manual to too great an extent in CBT (Corrie, 2003). 
Despite the fact that CBT is a structured, interventionalist therapy, formulation based 
CBT (Persons, 1989) still emphasises idiosyncratic formulation and treatment 
planning. There is some concern that EBP research emphasises too strongly the 
technical element of CBT with its requirement for manualised methods and neglects 
more relational elements.
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Non-Positivistic Paradigms.
The brevity with which CBT is discussed represents the unproblematic way its 
philosophy fits with that of EBP. For psychotherapies that are not positivistic but 
constructionist in philosophy, there is a greater difficulty with adapting to EBP. 
Whereas realism assumes that the relationship between perception and reality is 
congruent, constructionism doesn't. Constructionist approaches constitute a plethora 
of those philosophies and philosophers who consider that the relationship between 
perception and reality is blurred, but possible with a consideration of the perspective 
from which reality is viewed, through to the idea that perception and reality are 
irreconcilable, from social constructionist perspectives.
The onus within constructionism is on experience: as we cannot make any definitive 
statements on reality, we examine the worldliness of the individuals we research. 
Psychotherapeutically, this makes for therapies that are concerned with the experience 
of the client and the relationship they establish with the therapist, as opposed to the 
provision of interventions to change their perception.
Naturally, more constructionist psychotherapists are more interested in those forms of 
research that reflect the experience of the client, such as the qualitative methodologies 
that Lamer (2004) mentions.
A paper that very much characterises the stmggle of constmctionist therapies is 
Midgely (2004). He characterises the two sides of this tension between the pressing 
demands of evidence based practice and an adherence to the traditional non- 
positivistic principles of that theoretical school as Scylla and Charybdis, the two
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monsters that occupied close quarters on the straits of Messina. As the ancient sailors 
who used to avoid Scylla sailed into Charybdis and vice versa, so non positivistic 
therapies sail between quantitative evidence based practice, bringing with it the 
danger of isolation away from theoretical bases; and avoidance in theoretical 
adherence leading to stagnation and isolation outside modem opportunity. This is 
illustrated in the systemic, psychodynamic, existential phenomenological and 
humanistic sections.
Systemic Therapy.
Systemic therapy experiences the tension of a limited compatibility with evidence 
based practice. Systemic therapy can and has yielded gold standard research from 
sections within it that reflect positivistic philosophy. Yet, other systemic therapies 
hold that it is a client centred, language based and relational method that does not 
reflect a realistic or positivistic world view (Kazdin, 2003, Lamer, 2004).
Systemic Therapy focuses not on the individual, as most psychotherapies do, but on 
the social context within which the client operates. Mental illness in one member of 
the system, be it a family, a work group or friendship group, is viewed as being the 
result of changes within the system or at least as being maintained by the system. 
Changes within the system can sometimes be natural life cycles such as childbirth or 
the children leaving home, which tamper with the homeostasis, or functionality, of the 
system. This may in tum bring about a failure of the system to adjust, resulting in 
mental and interpersonal dysfunction. This may have been brought about by an 
inflexibility in the mles that govem such a system. Thus, systemic therapists assess
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such dysfunction and engage with the system to review and possibly change it’s rules 
and structure (Mcleod, 1998).
“Gold Standard” research (see definitions above) has been carried out in systemic 
therapy in both adult and child mental health contexts. From such reviews, forms of 
therapy that were most suitable for the diagnostic category are prescribed in 
accordance with their evidence base (Carr, 2001a, 2001b; Sprenkle, 2003). For 
example. Behavioural marital therapy has been shown to be effective in alleviating 
major depression in half of all cases, and of preventing relapse, and reviews cite the 
work of Baucom, Shoham, Mueser, Daiuto and Stickle (1998) and Craighead, 
Wilcoxom Craighead and Ilardi (1998), which demonstrates such efficacy. This 
represents a therapy within the systemic family that reflects EBP’s views, and has 
compiled evidence to be considered for EBP backing.
This work is the beginning of a tradition to manualise that provides an element of a 
psychotherapy becoming evidence based. However, systemic authors who take a less 
favourable position on EBP are quick to point out the difficulties with the research 
used (Kazdin, 2003). They discuss the research practice divide, a difficulty that often 
exists in controlled psychotherapy research, which refers to the different 
circumstances under which research therapy and actual clinical therapy operates. 
Many of the participants in research settings are recruited and not clinically referred, 
resulting in less severe and less chronic conditions. Participants tend to present with 
uncomplicated difficulties: there are lower frequencies of co-morbidity; are of 
families where there is likely to be less mental illness; and are less likely to have other 
psychiatric dysfunction such as academic dysfunction (Kazdin, 2003; Lamer, 2004).
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This is often unreflective of the presentations witnessed in clinical settings.
Treatment departs from clinical practice as well, whereas in research trials simpler 
therapies are used, often administered by trainee or newly qualified psychologists, in 
clinical practice a great variety of methods and integration are practised by 
practitioners who range in experience. Treatment administration in research is of a 
fixed duration, in schools, to groups, without the use of their parents, all differing 
from modes of delivery clinically. Treatment is often monitored and moderated by the 
use of manuals, whereas such quality control is often lacking in clinical settings 
(Kazdin, 2003).
Thus, other voices within systemic therapy question the relevance of research work to 
clinical application and recommend that research work more with explaining the 
mechanisms and processes of therapeutic change (Kazdin, 2003; Lamer, 2004).
The plight of such incompatible therapies underlines the cmcial issue in evidence 
based practice to be not the research, but the research that is permitted and who 
accepts and controls such research and evidence (Lamer, 2004). Whether those who 
decide upon evidence based practice will continue with their philosophy of “narrow 
positivism” by only validating randomised control trails, or open themselves up to 
different methods, is unclear at this time (Lamer, 2004).
Lamer's (2004) suggestion, which he terms “paramodemism,” is the acceptance of 
qualitative as well as quantitative methods in constituting an evidence base, which 
would integrate the relational elements of systemic theory by using personal narrative 
to deem what is best for the client.
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Within the formally agreed cycle of evidence based practice, there is a place for 
qualitative methodologies such as client studies. Roth and Fonagy (1996) state that 
clinical innovation is demonstrated through such means. Such findings are then 
verified through investigation. Within systemic therapy there exists a similar position, 
viewing case studies as being the starting point from which quantitative studies can 
assess over large populaces (Reynolds, 2000). Such advocates of this model of 
evidence based practice in systemic approaches also consider that qualitative 
methodologies can appraise the therapeutic relationship, assessing process and 
provide in depth analysis to resolve interventions that are not working (Reynolds, 
2000).
Practice informed by quantitative research demands psychotherapists that are at least 
skilled in the appraisal of such research. Systemic therapy's production of evidence 
based research has lead to the consideration of adopting the scientist practitioner 
model for training (Crane & Hafen, 2002; Reynolds, 2000).
Combining scientist and practitioner roles is considered beneficial for a number of 
reasons: that dual training enables research in clinical settings; empirically supported 
treatments would increase knowledge available to psychology allied disciplines; 
trainee applicants come from both practice and scientific backgrounds; direct contact 
with clinical settings increases the relevance and appropriateness of research; and that 
such research would grant further funding to increase further research (Hayes, Barlow 
& Nelson-Gray, 1999).
I l l
Although scientist-practitioner model and evidence based practice are not the same 
concepts they do have a complimentary relationship. Whereas the scientist 
practitioner model teaches consumption, evaluation and production of research, 
evidence based practice simply requires that practitioners be able to consume 
research, to be able to understand it and integrate it into part of their professional 
work (Eisler, 2002).
Although systemic therapy's initial role was as a rebel detractor from clinical 
psychology, which championed the use of the scientist practitioner model, 
conferences have increasingly examined the suitability of such a model in family 
therapy. Calls for the adoption of scientist-practitioner training are increasingly made 
not only for practitioners to be able to produce and understand research, but also that 
the similarity in EBP’s implementation and the scientist-practitioner model will result 
in increased adoption of EBP recommendations. These calls have been made 
following the observation that clinicians are not taking up the practice deemed 
efficacious. Hypotheses as to why this maybe consider resistance from existing 
supervisors, perceived limitations on therapeutic freedom and perceived risk of losing 
the individuality of each case (Crane & Hafen, 2002, Reynolds, 2000).
The poor fit that randomised control trials have with clinical reality, and the absence 
of research to establish a connection between the laboratory and the clinic, are the 
reservations that systemic therapy has with the research that the scientist-practitioner 
model endorses (Eisler, 2002, Lamer, 2004). In addition, there remains the fact that 
randomised control trials impose considerable limitations on the therapist and client. 
For the therapist the use of a manual limits them where variability in the therapy may
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be very effective. The use of manuals also prioritises technique over understanding of 
the psychological processes on which those techniques are based (Eisler, 2002 
Kazdin, 2004, Lamer, 2004). Some findings suggest that psychological processes 
which may involve the therapeutic relationship account for 40% of the variability of 
outcome, whereas only 15% is due to technique, research that suggests that evidence 
based practice's focus on the therapeutic model as treatment is perhaps misplaced 
(Asay & Lambert, 1999, Eisler, 2002).
Whilst there are great reservations about the usefulness of the research conducted, 
there are also concems regarding the practical difficulties of doing research on family 
therapy. Systemic therapy acknowledges that the use of science has undoubtedly 
promoted the respectability of clinical psychology, however, the scientist practitioner 
model has not fulfilled its aim as research is carried out in academic institutions and 
not by practitioners, who are often not even consumers of such research (Reynolds, 
2000). The lack of an academic base in family therapy from which research could be 
carried out would render research efforts fruitless regardless of investment in training. 
There will be little research advancement whilst academic career opportunities remain 
so limited (Eisler, 2002).
Although these criticisms are more on the basis of economics and academia, they do 
reveal something of the nature of funding within EBP’s implementation. EBP is partly 
founded in order to “direct funders to approaches of proven benefit” (Roth & Fonagy, 
1996). Government funding is such that research promotes research; by undertaking 
such evidenced based practice research now, systemic therapy is more likely to secure 
funds in the future. By allocating resources on the basis of the guidelines prescribed
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the government indulges those that are already well matched to evidenced based 
practice. The provision of resources for those that are backed by EBP, limit the 
research opportunities for excluded therapies and accentuate the gap between the 
“evidence based club” and other methods (Lamer, 2004).
Returning to training though, some systemic authors have considered the adoption of 
other forms of practitioner training such as the reflective practitioner, the training of 
counselling psychology. The reflective practitioner considers the suitability of a given 
intervention and with it the theoretical inclination behind it, for the client, their 
condition, and also for themselves. It is a training that critically appraises the great 
wealth of knowledge on human behaviour and therapy and decides what knowledge is 
most appropriate for the given presentation. A strength in such a position is that the 
individual is free to adopt evidence based practice's guidelines should the individual 
agree with its suppositions, and reject them if  they don't. It seems that within systemic 
therapy the perceived bridge between research and practice is large enough to make 
many reject them (Eisler, 2002).
A different element of EBP’s implementation is its use of diagnostic categories. In 
evidence base diagnostic categories are specified in individualised, and not systemic 
terms (Carr 2000a, 2000b, Kazdin, 2003, Lamer, 2004). It seems strange that there is 
no literature on how evidence based practice prejudices systemic framing of mental ill 
health, placing it on the individual and not the network of interactions systemic 
psychotherapy considers. Perhaps this represents a nuance in the language that has 
little meaning as in systemic world view the individual is still considered to be 
suffering from a mental illness and assessment takes in to account the circumstances
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around him. Even if  just a nuance though, it represents the way in which systemic 
philosophy is compromised for the sake of evidence based practice.
Systemic therapy is divided on evidence based practice: with quarters adopting and 
promoting evidence based practice’s research and arguing for training to reflect it’s 
implementation and ethos; whilst other sections point out the difficulties of adoption 
and suggest the incorporation of other research paradigms and trainings.
Psychodynamic Psychotherapies.
From a psychodynamic perspective, the suitability of research is the topic of many 
papers regarding EBP. Sceptical positions examine the variety of disciplines and the 
way they study their given area, appealing to the different methods of verification and 
assessment within anthropology, sociology, history, as well as traditional science. The 
point that they each have their own manner of testing and moderating the knowledge 
they study, emphasising the point that therapy itself is the research of the 
psychodynamic therapist. The therapeutic interaction examined and reflected upon in 
case study format has advanced and sustained psychodynamic therapy and, this is the 
most theoretically pertinent evidence base for authors voicing such a position (Rustin, 
2003).
Midgely (2004) characterises safe passage between the evidence based practice and 
theoretical adherence as qualitative research because of its compatibility with clinical 
methods, systematic and rigorous evaluation of an interaction. He emphasises 
qualitative method's under-stated ability to establish not only causation, by why
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relationships of intervention and improvement occur by taking into account the 
client's view of them. He considers that psychoanalysis, specifically his field of child 
psychotherapy, can benefit from qualitative research by reflecting on its findings to 
inform practice from a political level. An example is allowing adoptive policy to be 
informed by process in therapy with adoptive children, using tapes from such 
sessions, described and interpreted with qualitative methods.
Yet, this type of evidence is incompatible with the standards of research quality 
outlined by the department of health and such defiant polemic can be thought to echo 
calls from other models for the acceptance of qualitative methods (such as Kazdin, 
2003 and Lamer, 2004, in systemic therapy). Others in the psychodynamic body have 
been more willing to conform to the demands evidence based practice puts on them.
This more pro-EBP position characterises the single case study as a furrow that has 
been too well ploughed, and that such reliance on so traditional a method is partly due 
to reluctance to use quantitative methods. It characterises many psychodynamic 
practitioners as being refugees from such methods, unwilling and unable to take part 
in conducting such research (Target, 1998). Such polemic very much emphasises the 
necessity of professional legitimacy that evidence base practice impresses on 
psychotherapy over and above the incompatibility psychodynamic theory has with 
such methods:-
“I think it is entirely legitimate for clients or patients to ask what evidence we have 
that our form of help actually does help” (Target, 1998 p. 82).
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Target (1998) cites empirical research work to demonstrate its effectiveness within 
psychodynamic psychotherapy. She uses Heinicke (1965) as an example where 
intensive psychoanalysis offered greater benefits than less frequent therapy. 7-10 year 
olds were put on a course of psychoanalytic therapy for either one or four sessions per 
week and their outcomes were measured by their referral problem, their reading level, 
their general academic performance and the Anna Freud diagnostic profile. Moran 
and Fonagy (1987), and Moran, Fonagy, Kurtz, Bolton and Brook (1991), are also 
cited as examples of where quantitative methods can assess process matters: Fonagy 
and Moran (1987) found an association between psychodynamic themes in process 
reports and the metabolic control of their brittle diabetes client; Moran et al (1991) 
took that result and matched it against comparison groups and experimental single 
case investigations to explore the impact of psychoanalytic treatment.
There are reservations about such evaluation though, which state that the outcome 
depends on the time and the method of delivery. Outcome is not necessarily about 
change and that the period surrounding the therapeutic endeavour may not be time 
enough to assess any outcome that might result. Discussing short term therapy raises 
the idea that it could weather a crisis or take the patient into a crisis because of 
unconscious difficulties it uncovers, summon up the courage to leave a marriage or 
help make a decision. In many examples like this it could lead to insights that set 
major change in motion over the course of a time possibly much longer than the given 
period of therapy (Mander, 2000).
This emphasises the realities of therapy, that it can be a painful process that 
sometimes causes decline before improvement, that occurs in every form as a
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progression, but not one which necessarily leads to an in improvement in 
psychometric terms (Mander, 2000). By taking the emphasis off the time period of 
therapy and looking at the client's experience at a more macro level, empirical work 
seems rather impersonally interested in statistical improvements quite possibly 
irrelevant to the client's progress on a grander scale.
It seems authors in psychodynamic are concerned with the assumptions of EBP and 
how they impact of traditional research endeavours and conceptions of psychological 
functioning which differ from EBP’s ideas of improvement, whilst other sections 
embrace EBP for reasons of accountability and demonstrate how data gathering could 
be undertaken.
Existential-Phenomenological Psychotherapy.
Given that existential psychotherapy's philosophy emphasises being-in-the-world of 
the client, qualitative research is viewed very favourably. Traditional quantitative 
methodologies are rarely found: only one example of a quantitative comparison study 
of an existential support-treatment group with a treatment as usual group can be found 
and assessment of the efficacy of existential psychotherapy as a whole has never been 
attempted (Spiegel, Bloom & Yalom, 1981).
Mahrer and Boulet's (2004) paper is a traditional existential phenomenological 
viewpoint on research. They are vehemently critical of empirical research, stating that 
it is ultimately flawed for a number of reasons and that the place of existential 
researchers is to provide the psychotherapeutic world with input on these flaws and a
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revision of ideas on psychotherapeutic research as a whole. For the eight reasons they 
initially state a researcher might attempt empirical psychotherapy research, which 
range from finding evidence for efficacy through to proving the validity of 
psychotherapeutic theory, they provide eight refutations. These include their 
reservations of a single idea of psychotherapy, their view that correlational 
relationships don't assume causality, researcher bias and their idea that such research 
would not add to greater understanding of theory.
Mahrer and Boulet's (2004) idea is of the existential psychotherapist being able to 
question the prevailing assumptions they see as so sedimented in psychotherapeutic 
research and by doing so allow the discovery of new possibilities. They see qualitative 
methods of research as being equally able to provide new avenues of exploration for 
psychotherapeutic knowledge, particularly emphasising discovery-based research.
This little known qualitative method qualitatively analyses moments in therapy where 
something unusual or powerful has happened and seeks greater understanding.
When referring to evidence based practice, existential authors often speak about de­
sedimentation, the existential concept of change fi*om destructive patterns that have 
prevailed due to unawareness (Cooper, 2004; du Flock, 2004). All voice the same 
sentiments that existential phenomenological psychotherapy’s independence from 
government provision makes it excellently placed to critique prevailing psychotherapy 
research, as part of that de-sedimentation and that qualitative research is particularly 
suitable for doing so. Yet, others are more open minded in considering that although 
existential phenomenological views of outcome are rather different from other 
orientations, this presents the challenge of creating forms of research that are
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congruent (du Plock, 2004). Giving rise to the question “What is appropriate research 
for the existential phenomenological practitioner?” (du Plock, 2004).
This has lead some existential psychotherapists to even consider empirical research. 
Within existential phenomenological psychotherapy there are many anxieties about 
evidence based assessment despite good reasons that existential psychotherapy would 
compare favourably with other forms of psychotherapy and would be efficacious 
(Cooper, 2004). The primacy of the relationship in existential psychotherapy would 
suggest that existential therapy would lead to excellent “improvement,” in light of 
research such as Asay and Lambert's (1999) common factors in psychotherapy paper 
that asserts the relationship is the primary agent for change. Similarly existential is 
well placed on getting into the client's world, and the honing that must to done in the 
relationship to facilitate this, which Bachelor and Hovarth's paper (1999) considers is 
necessary for a successful therapy.
Despite the difficulties existential theory has with the assumptions of quantitative 
research, its theory holds that it is impossible not to come from a biased perspective, it 
becomes inherently un-phenomenological to dismiss even the un-theoretical, as one 
stops bracketing when this occurs (Cooper, 2004). Cooper (2004) argues the 
particular perspective of positivistic methods can be used to access important 
information in the therapeutic endeavour, and act as a powerful remedy to one's own 
sedimentation. Cooper (2004) cites papers by Knox, Hess, Petersen and Hill (1997) 
which challenge his views on self-disclosure, how their study finds it helpful, despite 
Spinelli's (2001) work arguing against it. He also cites a paper on optimism and self-
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deception as being integral to a healthier mental life that challenge his belief of 
whether it is effective to emphasise the brute realities of life (Baumeister, 1991).
Although strong sentiments exist in existential-phenomenological therapy that EBP is 
a flawed endeavour and that existential therapy’s independent position is an optimum 
one to critique and moderate it, other voices offer recourse to existential’s principle of 
bracketing and argue it is fundamentally deviant to its principles to dismiss EBP and 
its contrary methods.
Humanistic Psychotherapy.
Humanistic Psychotherapy has a similar relationship to Evidence Based practice that 
Existential Phenomenological Psychotherapy does; it has a few studies that state 
quantitatively its efficacy. Meta-analysis on different experiential psychotherapies 
examined 99 conditions, 53 of which were person centred, 24 of which were process- 
experiential psychotherapy, 7 were Gestalt and 15 of which were others, and revealed 
an overall effect size for change as being 1.06, where 0.8 is considered high (Elliot
2002). These statistics made those therapies equivalent to CBT in effectiveness 
(Elliot, 2002). Effects with control groups that received no therapy, found effect sizes 
of 0.8-1.56 for person centred, process-experiential psychotherapy and Gestalt 
psychotherapy (Hendricks, 2002). This combined research provides evidence that 
person centred and experiential psychotherapies are effective for a wide range of 
mental health and relationship disorders (Elliott, 2002). The same conclusion holds 
for humanistic play therapy with children (Bratton & Ray, 2002). This evidence is
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strong enough to place itself on the research hierarchy specified by the Department of 
Health (1996).
The therapies used were of the manualised form that met criteria for evidence based 
research. The idea of manualising humanistic psychotherapy is contrary to the 
philosophy and spirit of its family of therapies that emphasise the relationship and the 
capacity of clients to heal themselves (Bohart, 2002). The research done (by Elliott 
2002) is enough to satisfy requirements for evidence based practice. However, 
manualisation is fundamentally opposed to humanistic’s principle of reflecting the 
client’s frame of reference and therefore, many humanistic psychotherapists consider 
evidence based practice a threat (Bohart, 2002).
Rogers himself worked empirically. Indeed the first ventures in humanistic 
psychotherapy's birth were controlled trials in the hospital Rogers' worked in. Yet, 
quantitative empirical work was very much the convention of research in Roger's day, 
before the advent of qualitative methodologies that are at our disposal today. Roger's 
emphasis was very much on the individual, the “fundamental predominance of the 
subjective,” (Rogers, 1959:191) and he considered that it be of the greatest intellectual 
rigour to set about understanding the client's individuality (Meams & Thome, 2000).
The essence of his work, is contrary to the position of evidence based practice:- “Thus 
there is no such thing as Scientific Knowledge (sic); there are only individual 
perceptions of what appear to each person to be such knowledge” (Rogers,
1959:192.).
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This has lead to a rejection of evidence based practice because of empirical support 
for technique orientated therapies being a pretence of objective knowledge. As this is 
the basis for specific treatments- specific therapies, for specific disorders, for specific 
people the whole of the “specificity myth” is unpopular with a humanistic world view 
(Bohart, 2002).
Humanistic psychotherapies have looked to other forms of research to advance their 
method, indeed, Rogers was said to be very encouraged by the emergence of new 
inquiries and philosophies around the time of his death (Meams & Thome, 2000). 
Discovery-oriented research and other qualitative methods are considered by 
humanistic psychotherapy to be research tools that are both congment and based in 
the moment (Rowan 1998). Such methods with such qualities lead to knowledge at a 
practical, doing level, an experiential, or face to face relational level and at the factual 
propositional level. Old paradigm research yielding prepositional knowledge is 
considered to be alienated away from both the congmence and action of the 
therapeutic interaction.
Integrative Psychotherapy.
Although integrative psychotherapy is not a stand alone school of psychotherapy, it is 
worth considering the effects of evidence based practice on integration because of the 
popularity of psychotherapeutic integration and the potential for integrative to be 
confusing for EBP’s onus on single models of “treatments.”
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For the integrative psychotherapist, evidence based practice will depend on the 
schools they integrate and the decisions they have reflected upon about their way of 
relating to the world and their view of mental life. If they reason in a positivistic 
direction they are likely to have less conceptual difficulties with evidence based 
practice; if  not, they are likely to find themselves with the same difficulties as other 
practitioners whose methods reflect constructionist philosophy.
Owen (2001) makes the point of integrative psychotherapists being optimally placed 
to deliver EBP, as EBP will inevitably recommend different therapies and integrative 
practitioners are knowledgeable of many divergent therapeutic schools. Yet, Owen 
perhaps does so to illustrate the flexibility demanded of the practitioner for whatever 
interventions happen to make it through the appropriate research trials. It remains that 
EBP is positivistic in its implementation and there are considerable integrative 
theories and individual therapists who use their own integration, that do not reflect 
such philosophy.
Thus, the plight of psychotherapists in their relationship with evidence based practice 
is dependent on their underlying philosophy. The positivistic assumptions that stem 
from evidence based research match those of the cognitive behavioural family and 
these have been verified as efficacious and canonised. For the majority that don't, that 
share constructivist and social constructionist ideologies, there is a pull between the 
demands of society in the form of evidence based practice and adherence to the 
theoretical underpinnings of their psychotherapeutic school. Many voices that are not 
content to abandon their theoretical positions appeal to qualitative methods, which can 
support their therapy whilst remaining constructionist.
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Evidence based practice is often fi*amed in a reasonable way:- “It is difficult to
disagree with the concept of evidence based practice it appears to be
unquestionable that services provided should be audited, monitored and based on up- 
to-date empirical evidence” (Hart & Hogan, 2003). But the imposition of realistic 
methods on a field of diverse philosophies is perhaps short-sighted given the 
complexity of the subject. Life is not certain, how can we expect psychotherapies to 
be?
Barker (2001) writes that the great multitude of psychotherapies that have evolved 
have done so schismatically in order to understand the human condition. 
Psychotherapies will be culled by evidence based practice as a result of that rebellious 
diversity, by implication returning it to the philosophies of existence which hold the 
fastest.
Yet Barker (2001) does not consider that the multiplicity of different therapies maybe 
a reflection of the diversity of authors considering mental life, and their attempts to 
explain the even greater diversity of clients they have found in therapy. The metaphor 
of evolution, which involves evidence based practice as some meteor that wipes out 
the multiplicity of ill adapted psychotherapies, does not take into account the strength 
that is gained from diversity. The multitude of psychotherapies underlines our 
advancement of understanding humanity, the mind and ourselves, a testament to the 
philosophical life which sprouts in the great plethora of humanity from which it 
originates. As therapists, our theoretical inclination, our reconciliations in integration 
and eclecticism, represent our own understanding of the therapeutic endeavour, as to
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what, for us, as personalities, works best with ourselves and our clients. For therapies, 
and with them their own ways of relating, to be sidelined constitutes a discrimination 
in what has been found to matter most in therapy, the relationship and interaction 
(Asay & Lambert, 1999).
Concluding Points and the Position of Counselling Psvchologv.
This is the position that counselling psychology seems to be in, left outside due to its 
philosophical underpinnings that have ramifications for our adoption of both evidence 
based practice and diagnostic use. It can be questioned whether changes such as the 
inclusion of qualitative methods will ever be implemented (Monk, 2003). The 
numerical quantitative methodologies are seen as more accessible and are perceived 
as more relevant by those deciding on health care provision (Monk, 2003). Monk's 
experiences are very much of a dominant discourse of a medical model that imposes 
on counselling psychology's values and principles. Her paper conveys the feeling of 
being marginalised. There is the powerful metaphor of “If you don't follow the dress 
code, you're not coming in” (Monk, 2003).
This prompts the question of what happens if the suggestions on evidence based 
practice are not taken up by policy makers. Hart and Hogan's (2003) 
uncompromising paper addresses this, stating clearly the realistic position of evidence 
based practice and counselling psychology's incompatibility with it. They argue 
Evidence based practice is hypocritically unscientific, does not test hypotheses, but 
instead reproduces those therapies that share its philosophy, resulting in a disciplining 
frame for staff providing a service (Hart & Hogan, 2003). The Accreditation of 
Postgraduate Programmes in Counselling Psychology (2003, BPS) section on research
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reads “the trainee should develop a knowledge of the research evidence on process 
and outcomes of psychological therapy relevant to counselling psychology,” this 
raises questions as to what kinds of research paradigms are relevant to counselling 
psychology. These are of a broader range than evidence based practice, making for the 
demand that counselling psychology must exist outside what these authors call a 
flawed system (Hart & Hogan, 2003).
A review of the literature results in many possibilities for future research. Each of 
these suggestions represent holes in the literature that could inform the field further of 
appropriate progress.
A trend in the literature of therapeutic schools that are constructionist and experience 
a difficulty-of-fit with evidence based practice is the call for the acceptance of 
qualitative methodologies. In all of those schools there is the opportunity to assess 
psychotherapeutic change, psychotherapeutic efficacy and what causes it with 
qualitative analysis of clients’ experiences (Rowan, 1998).
Likewise, all therapeutic schools could make use of qualitative investigation to 
explore their relationship with research of relevance to them, possibly evidence based 
research, their relationship with their clients, and the relationship with their clients in 
session, the interventions they make and the process of the interaction. (Midgley,
2004) This would lead to a more thorough understanding of that school's therapeutic 
relationship, the influences on it, and the client’s and therapist’s experiences of 
“effectiveness.”
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Particularly evident in the literature on systemic therapy's relationship with evidence 
based practice was the gap between research and practice (Kazdin, 2003, Lamer, 
2004). Yet, there seems to be little research that attempts to assess the divergence of 
research work from clinical realities. This provides an area of opportunity for 
researchers to assess the breadth of this gap: one possibility might be the matching of 
participants in terms of age, sex, diagnosis and severity of condition and assigning 
them to research trials in research settings and clinical settings. Qualitative and 
quantitative methods could be used to assess the differences in those two settings, 
their clinical outcomes and the experience in order to elicit data having reduced the 
difference in the two settings to be the administration of therapy itself. Similar 
methods could be adopted in order to try and gauge the effect of each particular 
difference in research settings from clinical, in order to build up a bigger picture of 
the variance in those different circumstances.
For counselling psychology at this time, perhaps the most poignant issue is the effect 
of being outside the system, as counselling psychology is at best compromised by the 
medical world because of its more embracing philosophy. There is a tendency for 
counselling psychologists who practice in settings where evidence based practice is 
relevant to “go along” with the procedures and guidelines, even if  it is at the expense 
of their own personal beliefs:-
“It seems that practitioners will “go along” with quality assurance initiatives They
are also prepared to ask client to complete pre- and post-therapy questionnaires like 
the General Health Questionnaire As long as they can continue to exercise their
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clinical judgement and therapeutic skills in ways that are congruent with their own
core values they can endure the less meaningful aspects of their work.”
(p. 19, Monk, 2003)
Research could look at the experience of “going along,” what it means for them, what 
reconciliations they have to make with their way of working, what they would like to 
see happen in the progress of evidence based practice and the impact that this had on 
issues such as their job satisfaction. This research could be carried out both 
qualitatively and quantitatively. Qualitatively, the experiential element of the effect of 
evidence based practice lends itself suitably to Interpretative Phenomenological 
Analysis, or the recency of the imposition of evidence based practice would promote 
Grounded Theory in order to analyse the experience of the system and forward 
theories as to how that operates. Quantitatively, questionnaires could be formulated 
to measure evaluation and impact of evidence based practice.
Policy makers are fully aware though that many psychotherapists are dissatisfied with 
evidence based practice: the Strategic Review of Psychological Therapies (DoH,
2001) notes with some wonder the fact that the most popular therapies amongst 
psychotherapists are the ones with little research base. The dissatisfaction is perhaps 
most evident in the failure to take up evidence based interventions and treatments 
(Crane & Hafen, 2002). Politicians were probably aware before implementing 
evidence based practice that it would be unpopular with those psychotherapists using 
methods other than CBT, yet they still continued. Thus, although research on the 
experience of psychotherapists is highly relevant and desirable, it maybe it is not this 
research that brings about policy change but the experience of the consumer in
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relation to evidence based practice. Research could elicit the experiences of clients 
with research based and non-research based psychotherapies and the effects they have 
had on them. This would be particularly relevant given literature that describes 
psychotherapy as a mutual activity, co-generated by client and therapist as to what's 
best for them, which questions the value of different sources of evidence in such a 
scenario (Witkin & Harrison, 2000).
In conclusion, evidence based practice has imposed a particular thinking on the 
provision of psychotherapy, the evidence that determines that position and the 
diagnostic criteria needed to prescribe psychotherapies. Therapies congruent with 
such a philosophy are promoted and continue to profilerate research. For those that 
are not there is the dilemma of compromising theory to fit in with Evidence based 
practice or isolation within that therapeutic school. Many see the extension of the 
research criteria to include qualitative methods as the solution, yet until this becomes 
the case, those psychotherapies and counselling psychology remain outside, or 
possibly on the edge of, the “evidence based club” (Lamer, 2004). This exclusion can 
form the focus of future research, examining the experience and meaning of evidence 
based practice and the procedures it enforces for both practitioners and clients.
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Reflections.
My initial reaction to evidence based practice was particularly negative. There was 
something ominous and threatening about it that was connected to the prospect of 
psychotherapies I had developed affinities for being sidelined and marginalised.
My immediate reaction to the possible extinction of such psychotherapies, through 
lack of interest and funding because of their exclusion from healthcare policy, was 
despairing. I very much wanted EBP to accept the richness with variety of such 
different forms of psychotherapy.
Carrying such a gut reaction I sat down and wrote out my own justification of where I 
was positioning myself, in order to fully appreciate the limitations I hadn't yet 
considered. I recognised that my arguments against EBP drove towards a state in 
which there was no body for the appraisal of evidence. I felt that although I disagreed 
with the way in which evidence was appraised by EBP, some independent input and 
moderation on the efficacy and safety of therapies was a good thing to have. I 
considered that although the psychotherapeutic schools had always been capable of 
their own evidencing, the appropriate implementation of a body to verify its 
suitability would compliment structures already in place. I felt though that EBP 
needed to broaden to move beyond CBT and the methods of valuing evidence it 
currently uses. I found research on the process of psychotherapeutic change truly 
exciting and considered that this was the area that demanded attention from the 
efficacy-interested world.
I felt I particularly connected with Asay and Lambert's (1999) paper on the 
commonalities of psychotherapy and what explains variance in the psychotherapeutic 
encounter, as it permitted the acceptance of all psychotherapy by taking the onus off
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their idio-syncracies. I felt this paper put the emphasis on the relationship which I did 
not feel was being paid attention to in EBP. It is the relationship which makes 
psychotherapy such a personal endeavour because it is through the relationship and 
through the methods undertaken in it, that the therapist brings themselves. Our chosen 
school, or our integration, is our expression of ourselves as individuals in our 
profession as psychotherapists; marginalising schools felt like the oppression of the 
personalities and characters we bring to the profession. Evidence based practice in its 
current form seemed incompatible with the uncertainty of such human richness and 
rather promotes a technical homogeneity.
Given my enthusiasm for process work, it may seem strange that I conclude by saying 
research needs to focus on client's research preferences. This is made from the 
practical consideration that policy makers behaviour seems more likely to consider the 
tax payer, as I feel evidence based practice has been geared to cost efficiency over 
psychotherapists' inclination and opinion.
I have realised the personal nature with which I connected with evidence based 
practice and the personalities that promoted it became almost transferential. Important 
figures in my upbringing and the praise they received, rather made me feel like an 
underdog that battled hard for recognition. Whilst these figures studied hard sciences, 
played rugby and cricket, found lucrative jobs and preached the conservative values 
they represented; I studied social sciences, played sports they frowned upon, pursued 
a job based on my vocation and espoused a position left of centre. Counselling 
psychology rather represents my position as the underdog, standing next to the old 
and massively impressive “big brother” of the medical model. It seems like an
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unenviable position, at times it is, as I'm  sure Monk, (2003, personal communication) 
could testify. I passionately believe though in the capacity of counselling psychology 
to moderate evidence based practice because of our reflective capacity to evaluate the 
evidence on it and through making our reflections known hone it into something 
entirely more useful.
I felt particular frustration at Reynolds (2000) paper because it seemed the very 
opposite of this and uncritical of the evidence opposed to EBP and its methods. I felt 
Reynolds (2000) was rather pontificating of evidence based practice and did not take 
into any consideration of the impositions of assumption it makes and the 
consequences that has for a considerable number, if not the majority, of 
psychotherapists.
Yet, this is all a thinking level, at a doing level, in practice, there is a somewhat 
different relationship. Should a client present in a way which seems in accordance to 
an evidence based treatment, I would become somewhat anxious as to what to do and 
it would seem like the time in which “big brother” is watching. The temptation would 
be to reach for the “What works for whom?” and receive guidance. Yet, it seems like 
an uncomfortable position to be in at the moment not having been trained in CBT, 
being unsure of whether I could practice it if  I needed to teach myself, o f whether that 
would enable me to “own” the therapy and what the consequences are of practising 
another therapy when evidence seems to indicate the use of EBP.
Clearly, I feel some difference between belief about EBP and how I would operate 
with it in practice. However, this project has given me the confidence of knowing the 
bases on which people reach for “What works for whom?” the bases on which CBT
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has been prescribed for use with so many conditions, and understand better those that 
choose not to use the evidence based treatments and thinking.
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Appendices
1) Notes for journal submission.
2) Three literature searches.
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Social Representations of Evidence Based Practice: A 
Qualitative Study.
Richard S. Wilkes
Dr. Martin Milton.
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Abstract.
A review of EBP reveals that it has gained considerable momentum over the past 10 
years. This paper sets out to analyse EBP as a social representation using Thematic 
Content Analysis to consider the themes, appeals and patterns in the stages of its 
construction. Themes emerging involved the construction of previous 
psychotherapeutic services as wasteful and disorganised, of EBP bringing efficiency, 
cost effectiveness and safety and of utilisation of scientific methods for both 
theoretical and pan-theoretical recommendation, amongst other themes. This was 
considered in line with Social Representation Theory to suggest that EBP anchors in 
scientific and medical models which give respectability and authority to symbols such 
as “evidence based” and CBT, which project into society. The appeals to EBP 
compliance and conformity could be considered according to social identification 
theory with EBP creating an attractive in-group. This reflects the interpersonal 
dynamics linked to social representations; social identification theory has been linked 
to social representation theory in this respect.
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Introduction.
A literature review (Wilkes, 2005) of the philosophical assumptions of Evidence 
Based Practice (EBP) suggests some characteristics of its development and impact on 
the psychotherapeutic world.
Firstly, EBP has gained considerable momentum over the past decade. EBP was 
introduced in the Department of Health (DofH) Strategic Review o f Psychotherapy 
Services in 1996. In the same year Roth and Fonagy proposed a model for its 
implementation and compiled research evidence according to a research hierarchy that 
was part of that model. This compilation of research formed part of the evidence that 
determined first treatment choice in Treatment Choice in Psychological Therapies 
and Counselling in 2001 (DofH, 2001). This document moved EBP from being a 
proposed model to being an implementation which would have ramifications for 
practitioners behaviour and thinking, through its assertion that practitioners should 
use the recommendation where appropriate clients presented. Having been 
implemented, EBP perpetuated through the production of approved research. The 
National Institute of Clinical Excellence (NICE) verified the quality of evidence 
produced to form treatment recommendations and Roth and Fonagy published their 
2"  ^edition of “What Works for Whom?” in 2005, compiling evidence up until that 
date. In “What Works fo r  Whom? ” (2005) Roth and Fonagy suggested that EBP was 
now normative for mental health services the world over. Practice Based Evidence 
(Owen, 2001), also added to the model by providing bottom-up statistics to feedback 
the success of EBP's top-down model.
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Secondly, therapies which have been recommended reflect the positivistic 
assumptions of EBP. EBP’s implementation and recommendations assume: that it is 
possible to observe and measure psychological improvement; that diagnostic criteria 
are a reflection of mental health difficulties and that therapeutic models used in 
controlled research are a decisive variable in the client’s improvement (Hart & Hogan, 
2003). Cognitive Behavioural Therapy, Dialectic Behavioural Therapy and some 
forms of systemic therapy, agree with these assumptions, are able and have, produced 
research to be considered for EBP recommendation. This is reflected in the 2001 
treatment recommendations, that widely back CBT, DBT and systemic therapy over a 
number of diagnostic categories (DofH, 2001). Therapies from a more constructivist 
position find themselves excluded fi*om treatment recommendations, not able to 
submit, or not having produced research viable for the EBP hierarchy.
Thirdly, therapeutic schools’ reactions to EBP are dependent on the fit between EBP’s 
philosophy and their own. For those schools who are represented less in the treatment 
recommendations, the situation is aptly described with Midgely’s (2004) metaphor of 
Charybdis and Scylla. If therapies sail to avoid EBP in the form of Charybdis, they 
become consumed by Scylla’s threat of becoming out-of-touch and antiquated; avoid 
this by veering away fi*om Scylla and EBP in the form of Charybdis consumes their 
philosophy and principles. Thus, views broadly divide into those calling for 
compliance with EBP, (Reynolds, 2000; Target, 1998) and rejection of it (Rustin, 
2003). The acceptance of qualitative methods as a way of incorporating more diverse 
philosophies is widely reflected in the literature (Kazdin, 2003; Lamer, 2004) and is 
the position that Midgely himself takes (Midgely, 2004). Also arising from 
perspectives fi*om these therapeutic schools are criticisms of EBP: Kazdin (2003), and
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Lamer (2004), both discuss the research-practice gap; Marzillier questions the 
applicability of diagnostic criteria, given their subjectivity and Mander (2000) 
considers that therapy might not privilege improvement; that there are many different 
uses of therapy and that its benefits may not come into finition until long after a 
contract has finished.
Clearly, EBP’s effects have been widespread and caused considerable reaction. The 
extent of political documentation implementing EBP and the weight of responses 
firom the therapeutic community demonstrate that EBP is a considerable entity for 
policy makers, managers, clinicians and by implication, clients and service users. This 
paper progresses from the recognition that EBP has ramifications for many 
individuals and is alive as entity for mental health research and policy, to examine 
exactly how it has manifested as an idea and constmction.
The evolution and manifestation of ideas fi*om specialist to everyday knowledge and 
language is a process already described by Social Representations Theory (Muscovici, 
1981). Social Representations theory holds that new ideas and constmctions take root 
in their historical, cultural and linguistic precedents. This happens with a new 
representation stabilising in pre-existent concepts and narratives. This gives the new 
concept a name, allows the emerging representation to fit into a recognisable 
framework and renders it familiar. This process is called anchoring. Once this is 
established the new concept crystallises, taking shape with its own identifying 
symbols and manifestation. These then project into societal perception, taking the 
representation from an idea into a reality with its own independent meaning (Deaux & 
Philogene, 2002).
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The aim of this study is to examine the themes and patterns within the EBP literature 
and documents and to consider these in accordance with social representation theory 
(Muscovici, 1981). This is to consider how EBP has developed as a social 
representation. Documents regarding EBP are paramount to its dispersal as an idea, 
policy and model and are significant in how it has been received and constructed in 
public and professional spheres. This will build a picture of EBP as a social 
representation, tracking its evolution and manifestations through the conditions it 
grew from (genesis) the symbols and narratives it uses (anchoring) and the way in 
which it projects its own symbols, language and culture, having identified them with 
familiar cultural symbols.
This would grant greater clarity to stake-holders. With this they could consider the 
appeals and meanings behind the language and symbols of EBP; placing them within 
the narratives from which they originated. This would contribute to the debate on EBP 
by highlighting the use of the symbols and meanings on which EBP has proliferated 
and bring into consideration the fit and usefulness to the concerns and aims of 
psychotherapy. This would also be informative for counselling psychology, which 
embraces broad allegiances and narratives and would therefore be concerned with 
impact of meanings and symbols of EBP and their impact upon psychotherapy as a 
construction.
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Reflections: As a second year psychologist, I  work in settings where EBP has an 
influence and I  am likely to consider employment in organisations which embrace 
EBP when I  graduate. This makes EBP o f great relevance to me, perhaps especially 
so given that my training is broadly based and elements o f it are philosophically 
difficult to reconcile with EBP. Ifind  this particularly frustrating, even annoying, that 
ideas and methods I  consider to be effective and which I  believe to offer clients 
interesting and helpful opportunities are under threat o f being sidelined and 
overlooked by EBP.
These are views and anxieties I  very much see reflected by my peers, supervisors and 
teachers. I  became interested in researching EBP witnessing these tensions in fellow  
practitioners around me. Furthermore, I  became interested in the way in which EBP 
had become thought of: it seemed authoritative; impossible to argue with; official ana 
absolute. I  can remember a colleague o f mine being heckled as ‘a charlatan ’fo r  
arguing with how EBP operated at a conference. This reflected for me Owen’s (2001) 
suggestion that EBP presents with a moral overtone. I  became curious in 
representations when considering how EBP presented in people’s minds in such a 
way, as authoritative, absolute, even moral.
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Method.
Design.
In this study Thematic Content Analysis (Berelson, 1971; Holsti, 1969; Krippendorf, 
1980) will be used for the interpretation of themes and patterns from the EBP 
documents. These themes will be used to consider how EBP becomes constructed as a 
social representation, according to Social Representation Theory (Muscovici, 1981).
Data Collection.
Materials collected for analysis were intended to reflect the diverse readerships EBP 
appeals to and the different function of such documents. As you can see from the 
table, documents aimed at client, policy maker, managerial and professional audiences 
were collected which span from the beginning of EBP to the time of writing.
Table 1.
Table 1. (removed for the purposes o f journal submission)
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All government documents were available from the Department of Health website 
(www.dofh.gov.uk). The internet and newspapers were searched to sample documents 
from the public domain. Such a range was chosen in order to reflect the broadest ways 
in which EBP enters into the public and professional consciousness for analysis of it 
as a social representation.
The focus on published documents was because of their primacy as the original 
method by which EBP was disseminated. Time and resource demands meant that it 
was impractical to collect data from other media, such as television broadcasts and 
radio programmes.
Analvsis.
Thematic Content Analysis (Holsti, 1969) prescribes a method by which patterns and 
themes could be interpreted from the material. This process is coupled with a 
consideration of how the material is structured and the context of the document. As 
this project considers how themes and patterns from the documents reflect evidence 
based practice’s emergence as a social representation, the consideration of hypotheses 
as to how this happens is necessary. The “concept book” approach (Berelson, 1971; 
Holsti, 1969; Krippendorf, 1980) prescribes a method by which hypotheses about the 
text are considered during analysis.
Authors that have contributed to the “concept book” approach (Berelson, 1971;
Holsti, 1969; Krippendorf, 1980) suggest organising themes within the concept book 
according to their support of a hypotheses and the arrangement of these themes and
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the hypotheses they support, according to their likelihood. By doing so they prescribe 
ajournai which charts and tracks the researcher’s reflections on emerging hypotheses 
on the script, with a record of the themes and patterns that support them. The 
hypotheses that emerge in the book can be altered, amalgamated and collapsed 
according to the author’s reflections and other data as it becomes analysed.
In order to interpret themes and patterns from the subject material, the concept book 
approach suggest immersion through repeating reading and note-taking and reflection 
on its content, before themes are attributed which describe and analyse the content of 
the text or script.
Procedure.
This study used a modified version of the concept book approach of Thematic 
Content Analysis.
The author read each document two or three times and reflected on the material before 
coming back to the document and choosing themes to represent the content of the text. 
The reflection process involved note taking, reading aloud and discussion in 
supervision. This was in order to consider the variations with which the content could 
be read, the different appeals of the content, how different parts of the material hung 
together and the effect that this structuring had. Choosing themes to represent the 
content of the script involved a process of extracting representative phrases, 
paraphrasing, or summarising the thrust of given passages.
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After themes were designated, they were checked for their appropriateness in 
representing the source material. Further checks were carried out after all documents 
were analysed, and after write up.
Having analysed the documents and being confronted with a collection of themes, the 
themes were examined to identify and refine patterns within those themes. The themes 
within their patterns were then placed in chronological order according to the 
publication of the document they originated from so as to reflect EBP’s evolution.
This showed the different patterns that occurred at different times in EBP’s 
progression. These different appeals and patterns were considered in relationship to 
SRT, with hypotheses made as to which parts represented genesis, anchoring, 
crystallisation and projection elements. This patterns were then displayed 
diagrammatically to represent the different parts of EBP and SRT theory (Fig 1).
This modified method of the concept book approach adheres to the principles of 
interpretation of themes from the script, reflection and checking with the source 
documents. Where it departs is in the structuring of emerging hypotheses in a 
“concept book.” Instead hypotheses were considered at the final stage of analysis 
where patterns were identified from the themes of all documents. Social 
representation theory would consider that each document would have a place within 
the evolution of EBP, so it was more suitable to consider all documents once they 
were analysed to build up a picture of the various parts of social representation theory 
and how EBP related to it. Considering hypotheses regarding single documents or 
themes within them would leave them isolated from the progression and context of
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the other documents, which build up a picture of EBP’s evolution as a representation, 
as a whole.
As well as the validity checks that are written into the ‘concept book’ approach 
procedure research supervision was used to monitor the researcher’s perspective in the 
analysis. This provided another perspective with which the author could compare his 
emerging views and hypotheses on the analysis.
Elliott, Fischer and Rennie’s (1999) guidelines for qualitative research were used to 
inform the analysis and write up of this paper.
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Results.
Diagram
Diagram I. (Removed for the purposes of journal submission.)
In this diagram the sections in bold show the stages of social representation theory. 
The diagram is progressive, the further down the diagram the further and later the 
evolution and emergence of EBP. The documents, which track this progress, show 
how EBP ages coming down the diagram. These documents and headings from the 
results section which regard them, are underlined. The direction and progression of 
EBP is denoted with plain script.
As the reader can see, EBP emerged in a few documents such as Roth and Fonagy 
(1996) and the Department o f Health Strategic Review (1996) and after anchoring and 
crystallisation projects into a far wider and more reaching readership of varying 
documents. This reflects increasing recognition and awareness of EBP after it has 
been anchored in earlier documents according to the medical and scientific models. 
The projection stage reflects how these pre-existing anchors give the emerging 
symbols of EBP respectability and meaning in modem parlance.
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Genesis of Evidence Based Practice’s Social Representation.
Psvchotherapv is beneficial, but services are in disarrav.
In social representation terms, the genesis of the concept of Evidence Based Practice, 
which starts the diagram at the very top, occurred on the premises that 
psychotherapeutic services are beneficial and popular with the public but are in 
disarray and that psychotherapists are incapable of resolving the difficulties of clinical 
effectiveness and organisation. Within the first paragraph of the strategic review 
(DofH, 1996) the reader is confi*onted with “evidence of poorly targeted,
inappropriate interventions ineffective organisation and delivery of services
which are wasteful of resources” (DofH, 1996, p.l).
This was the reason for the 1996 strategic review:- “this policy review was set up to 
investigate and report on the current state of NHS psychotherapy services in England” 
(DofH, 1996, p. 13). A logical progression given that “There is a dearth of information 
about what is currently provided. In addition, neither commissioning nor provision 
within the psychotherapies are yet evidence based” (DofH, p. 12).
The Strategic Review finds that there is “striking” “widespread definitional confusion 
about the exact meaning carried by,” the different terms for psychotherapy and the 
different titles practitioners use (DofH, 1996, p.22). It finds that the number of 
sessions each patient receives is “also very variable” (p.23) that waiting times are 
greatly variable (p.24) and “concern that the overall standards of treatment are
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variable, with some staff offering therapies for which they are inadequately trained 
and supervised” (p.25). Services “are generally not well co-ordinated,” (p.26), 
different departments operate confusingly and without integration, and strategically
“there was considerable evidence that services are not yet comprehensive.......
availability of therapies for different patient groups varied a great deal across the 
country” (p.31). Provision “cuts across professional groups and theoretical 
allegiances.”
Psvchotherapists are Confused and in Disarrav over Psvchotherapeutic Theorv.
Theoretical allegiances are constructed by EBP as relevant for “the difficulty in 
establishing good organisational patterns for user-friendly, optimally effective 
services” (DofH, 1996, p.32). Both DofH (1996) and Roth and Fonagy (1996) give a 
history of the theoretical schools.
The Department of Health (1996) strategic review’s and Roth and Fonagy (1996) 
overview the history of psychotherapeutic theory spanning from Freud to cognitive 
therapy. The history of psychotherapy is quickly preceded by the history of 
psychotherapeutic research and the question “does psychotherapy work?” which 
we’ve been “moved .... A long way from,” is now replaced by:- “the useful questions 
in treatment research [which] are now seen to be which types of therapy produce 
which outcomes with which patients compared to which alternatives” (DofH, 1996,
p. 16).
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Both accounts of the history of psychotherapy emphasise the size and diversity of 
psychotherapeutic theory before concluding that the current issue is which therapies 
yield what outcomes for what particular disorders. This has the effect of implying 
theory is too big, and that specificity is needed, hence: “Therapies which are proving 
ineffective should not be persisted with” (DofH, 1996, p.7). This also issue reflects 
the questions EBP asks of psychotherapy, yet neither documents explains how 
psychotherapy has come to this question. This seems to have the effect of drawing a 
line under the progression of psychotherapeutic innovation to say that EBP is now 
taking over.
This is reflected with statements which characterise old psychotherapeutic 
innovations, this: “debate conducted largely among clinicians,” is now replaced by
EBP that is now going to ‘prove’ effectiveness: “now joined by the agencies
responsible for funding the supply of therapy [who] would help them direct money to 
approaches of proven benefit” (DofH, 1996, p.2).
The suggests that part of the genesis of EBP is the construction of Psychotherapists as 
not being able to resolve the problem of which therapy is most effective, and it is for 
their benefit, that now the money of investors will “direct money to approaches of 
proven benefit.” (Roth and Fonagy, 1996, p.2)
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Evidence Based Practice is the Solution to this Situation.
Evidence based practice’s (EBP) genesis is in the need for safety, cost-effectiveness, 
and clinical effectiveness emerging from a disorganised and wasteful state. As the 
Department of Health strategic review begins:- “The purpose of this strategic 
approach is to achieve psychotherapy services which are: Comprehensive, Co­
ordinated User-friendly, Safe, Clinically effective. Cost effective” (DofH, 1996, p.l). 
“What works fo r  Whom? ” (Roth and Fonagy, 1996) begins similarly:- “ a 
demonstration that the procedures adopted by a profession are safe, effective and cost- 
effective”(1996, p.l).
Reflections: I  think I  found the ‘Genesis ’ section particularly provoking. I  found  
myself identifying with psychotherapists in this constructions and feeling very 
frustrated on their behalf. I  feltpsychotherapists were constructed as almost being the 
villians o f the story, continuing to go about their personal allegiances despite 
impassioned attempts from services to conform and be safe, cost-effective and 
effective. This was also accompanied by the threat o f  “discontinuing] ” (DofH, 1996, 
p.43), which had, fo r  me, such a finality about it.
Furthermore, what I  felt was particularly provoking was that throughout the many 
references to therapists ’personal allegiances there was no empathie accounting or 
explanation as to why it was the case that this worlforce stuck with their chosen 
methods. It struck me how all the documents I  read were stuck in their own frame o f  
reference and that the voice o f the psychotherapist remained unheard. It seemed there 
was no attempt to understand, nor see things from their perspective. Ife lt this left a
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rather mysterious feel as to why psychotherapists should carry on with their methods 
despite there being no evidence tendered fo r  why they should.
I  also found the portrayal ofpsychotherapeutic services in EBP’s genesis highly 
suspicious. It reminded me very much o f the emergence ofIslam in Mecca. Islam 
paints pre-Muslim Arabia as a backward and dark place, into which Mohammed, 
carrying the word o f Allah brought civilisation, wealth and empire. The reality o f the 
Meccan situation was that lying on an important trade route from Africa to Persia 
and in a stretch o f  land between two huge empires, it saw a lot o f trade and culture 
pass through, and took advantage o f it. Meccan traders were hailed and immortalised 
fa r from home. Psychotherapeutic services are painted as being disorganised and 
wasteful, when according to the account o f  the strategic review (1996), growing up in 
isolation by the funding o f individual GPs or health authorities, one would assume 
they were bound not to be co-ordinated and lacking in coverage. The statements made 
by the strategic review (1996) consider a national level situation when it seems as i f  
psychotherapy provision has grown up very locally, comparing little Meccas to the 
Islamic Empire.
Feeling that this section had raised particular reactions in me I  thought it would 
require added attention to ensure that my analysis was a reflection o f  the script. I fe lt 
that checking showed a clear pattern o f discussion ofpsychotherapeutic services ’ 
failings before the introduction o f EBP that promised efficiency, safety and cost 
effectiveness. I  also felt more confident in my analysis when I  realised that this was a 
novel recognition fo r  me. I  knew o f EBP before this study and considered that it
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brought with some assumptions with it, I  did not recognise, however, a representation 
ofpsychotherapeutic services being this way. I  fe lt this meant my analysis needed to 
be scrutinised fo r  indignation and surprise possibly but not along the lines ofpre­
conception; none o f my reflections up until this point have recognised 
psychotherapeutic services being depicted as such.
Anchoring.
Social Representations Theory (Muscovici, 1981) holds that an emerging concept 
‘anchors’ onto pre-existing, familiar representations. This gives the representation a 
name, locates it within an already evolved framework of knowledge and renders it 
familiar.
Coming down the diagram to the anchoring stage, EBP seems to align itself with the 
scientific and medical models in order to ensure that it will deliver on the needs of it’s 
genesis. These are two very well respected and established representations with which 
EBP contextualises its own emergence.
Scientific Method.
The term ‘Scientific Method’ and its derivatives are used by the EBP movement (and 
other positivistic approaches) to refer to a body of research procedures and techniques 
for the verification of knowledge. It is the research method associated with positivistic 
philosophy; holding that our observations on the world are wholly accurate and that
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objectivity is possible with perception. Accordingly, scientific exploration is 
concerned with gathering evidence and data. In science, this happens through the 
formulation of hypotheses based on observations or to verify theory, which are tested 
by experimental means. Theories bind several hypotheses together to explain a given 
phenomenon (Bernstein, Clarke-Stewart, Roy, Skrull, & Wickens, 1994).
Research
Research and it’s findings, which start and finish the model of EBP that Roth and 
Fonagy (1996) proposed, are EBP’s very life blood, disseminating through every 
level. The emphasis on research is clear firom an early question “What Works fo r  
Whom?” (Roth and Fonagy, 1996) seeks to answer: "Is there research evidence that 
would help funders of health care decide on an appropriate mix of therapies?”(p.l)
The association with scientific method is stated explicitly: "At root these are the same 
questions psychotherapy research has attempted to answer, from a scientific stance” 
(Roth & Fonagy, 1996, p 48).
Here Roth and Fonagy (1996) declare that EBP’s perspective is a scientific one and 
with this method they address the questions psychotherapy research has previously 
regarded. This perhaps also draws a distinction between EBP’s "scientific stance,” 
and previous “psychotherapy research.” This serves to reflect the novelty of the 
emerging “scientific stance” of EBP away from the old “psychotherapy” of the 
genesis, already constructed as inefficient and disorganised.
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This is expounded with the way in which Roth and Fonagy (1996) clarify what 
evidence will be used in the research processes in EBP. EBP, both in Roth and 
Fonagy (1996) and in the DofH’s strategic review (1996), publicises a research 
hierarchy that values controlled experimentation more highly than single case studies 
and clinical consensus, which constitute the lowest grade of evidence. Reflecting this 
Roth and Fonagy state:
“Evidence based practice rests largely, on formal research evaluation comparing
a new treatment with an established treatment or a no-treatment control group.”
(Roth and Fonagy, 1996, p.49)
This reveals that what they define as their “scientific stance,” and that “research” and 
“evidence” mean “largely” controlled experimental research trials.
Innovation
The manner of EBP’s anchoring in science and the procedure of EBP’s model, also 
sets up a pattern for the production of future research. Scientific method itself is an 
ongoing process, with hypotheses chosen to gather results to test and refine theories, 
which in turn generate new hypotheses. DofH (1996) considers that innovation will be 
protected because of the implementation of EBP’s methods:
“Nor should standard, protocol based practice stifle innovation, but should serve as a 
springboard to it” (DofH, 1996,p.45).
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There is some note of caution here, the emphasis is a negative one, that EBP 
“shouldn’t” stifle innovation. The Strategic Review (DofH, 1996) warns of the 
possibility of protocol based provision stifling innovation and reinforcing theoretical 
allegiances:
“There is the danger could stifle innovation and development Such an
approach would have other undesirable side effects, notably, reinforcing the 
proliferation of many brand name therapies and encouraging rigid allegiances to 
“schools” of treatment” (DofH, 1996, p.46-47).
Despite these concerns, the first quotation (DofH, 1996, p.48) reveals that EBP will 
proceed, the onus being on the model being a spring board for innovation by showing 
holes in existing research and also prompt validation of different methods: “It would 
be premature and unjustified to imagine that certain treatments have been validated.” 
(DofH, 1996, p.42).
EBP does not so much explain how innovation will be guarded with its model, but 
rather just reassures it will, given that there are research questions to be answered.
Qualitative Methods
Innovation is something Roth and Fonagy (1996) state involves qualitative methods; 
namely case studies. Yet, having said EBP will rest largely on controlled experimental 
trials, Roth and Fonagy’s position on qualitative research perhaps only underlines this 
focus on the scientific. Qualitative methods are regarded and judged according to a
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quantitative frame of reference, as opposed to the idiographic heritage from which 
they originated: “Their results can be difficult to generalize to the broader clinical 
population” (Roth and Fonagy, 1996, p. 17).
The benefits to qualitative methodologies are only of in terms of resource demands: 
“They can be carried out in routine clinical practice, do not require the facilities 
associated with more complex research, and can be conducted fairly quickly”
(Roth and Fonagy, 1996, p. 17)
Qualitative research being judged according to a positivistic philosophy only 
emphasises EBP’s position being anchored in the traditional scientific approach.
Non-specific Factors.
EBP’s application of scientific method is something which includes the therapeutic 
relationship too. Evidence for non-specific or pan-theoretical factors will be gathered 
according to the EBP documents; this represents a departure from research that 
follows the medical model, which 1 will discuss anchoring in later:
“[T]he development group also undertook supplementary search for evidence on 
further topics where evidence was very sparse from meta-analystic review. These 
concerned patient characteristics such as ethnicity, psychological mindedness, 
motivation and capacity to sustain personal relationships and characteristics of the 
therapeutic relationship i.e. therapeutic alliance” (DofH, 2001, p. 15).
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This perhaps shows the comprehensiveness of the process and of the scientific 
endeavour, that even takes in account factors external to the disease-treatment model. 
As DofH’s (2001a) states pan-theoretical factors are “a challenge to protocol driven 
therapy.”
So to conclude commentary on the scientific element of EBP’s anchoring, authors 
refer to EBP as scientific and emphasise controlled experimentation as the methods by 
which EBP will operate. Scientific method is reflected in the frame of reference from 
which the documents are written, including when divergent philosophies and 
perspectives are considered.
Medical Model.
The medical model traditionally sees the patient as their physiology. It holds that ill 
health is a result of the malfunction of the complex biological processes, structures, or 
chemistry of the body, looks to ascertain the malfunction (diagnosis) and treat it. It is 
a disease-treatment model (Bernstein et al, 1994).
Research Methods
Most medical treatments involve drugs. Drugs are tested against controlled 
conditions, often no treatment or “placebo” conditions, in order to establish that the 
drug’s active agent is taking effect and improvement is not explained by the variable 
of treatment without an active element. EBP’s anchoring on the medical model is 
linked with the scientific method already explored. The methods Roth and Fonagy
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(1996) and the DofH (1996) declare in EBP’s research hierarchy to be the more 
empirically valid investigation methods are experimental, controlled trials. In them a 
psychotherapeutic “treatment” is compared in the same way as a medical drug would, 
against a “placebo” or no treatment variable.
Diagnostic Categories
One of the most important assumptions in the implementation of such methods is the 
use of diagnostic categories. This is a particular way in which EBP anchors onto 
medicine, by using its own (psychiatry’s) classification of psychological disorders: 
the DSM-IV. The very title of Roth and Fonagy’s book, “What works fo r  Whom? " 
(1996, 2006) is an indication of the adoption of a disease-treatment model, literally 
“What (treatment) works for whom (with the whom being one who needs treatment, 
or is diseased).” As is the function of the book, which compiles evidence for which 
psychotherapeutic method is to be used for each diagnostic category.
Roth and Fonagy (1996) acknowledge that this is a particular way of doing things, but 
state that there are no other ways of categorising and that the use of DSM-IV and the 
research evidence used in EBP was something that required selective decision 
making: “On methodological grounds we have had to be selective, making 
judgements about what forms of study best suits our task.” (Roth & Fonagy, 1996,
p.2).
This is also EBP’s answer for the difficulties of implementation that are stressed at 
this stage: “To summarise, achieving evidence based practice in the psychotherapies
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is not simple” (Roth and Fonagy, 1996, p.43). The difficulty stressed is in the 
compilation of research when such a large gap exists between research and practice, 
as they reflect:
“[T]he questions posed by researchers (and the techniques used to answer them) 
rarely produce data that are directly applicable to funders of health care. Readers need 
to understand that there is no direct relationship between research and clinical 
practice- the one needs translation into the other” (Roth and Fonagy, 1996, p.2).
These difficulties don’t seem to be dwelt on though, the above quote from page 2 of 
“What works for whom?” seems to be the answer given for this difficult process, that 
decisions have been made that are dependable and suitable for the task.
It is understandable that with the use of diagnostic categories EBP should reflect the 
medical usage of scientific methods. Roth and Fonagy (1996) do not detail though 
how these decisions were made, or the nature of the judgements, that lead to such a 
procedure being adopted.
Moral Appeal
What Roth and Fonagy (1996) do state clearly though is the intention and motivation 
for the use of such methods and the implementation of EBP:-
“The starting point for our model is the clinician’s wish to improve patient care”
(Roth and Fonagy, 1996, p. 47).
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Marrying EBP with the desire to improve client care, as this above quote does, 
reflects an appeal made to a moral sense in the practitioner. No ethical practitioner 
would argue against the improvement of client care and equally, the individual 
arguing with an endeavour that declares it will work for the improvement of care, 
perhaps risks looking incompassionate, if  not immoral.
Anchoring in the medical model may also be reflected by such moral appeals, duties 
and responsibilities that EBP seems to place on the practitioner. The medical model is 
not only a tradition of procedure and investigation within medicine but also has a 
moral and ethical component.
Hippocrates, with the “Hippocratic oath” was the first to articulate the responsibilities 
of the medical practitioner to use his knowledge of treatments and the body to heal, 
and not cause harm. This thinking has descended to modem institutions that oversee 
the guidelines of practice and the adherence of those practising.
Although the EBP documents do not make any reference to the Hippocratic oath, nor 
make any attempt to erect an equivalent for psychotherapeutic practice, it may attempt 
to link its use of evidence and adherence to EBP with the practitioner’s moral 
responsibility. Here the Department of Health Strategic Review clearly links the 
clinical guidelines and research findings with the “right thing to do:”
“The clinical guideline, informed by research findings, states “the right thing to do” 
but there are three important matters to be established locally: whether the right thing
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has been done, whether it has been done right and whether it resulted in the right 
outcome” (DofH, 1996, p.60).
This quote mentions each stage of the EBP process: whether the right thing has been 
done in following the guidelines; whether it has been performed correctly; and 
whether it has been done with positive effect, covered by the audit element of the 
process. In this, the moral element is implied in all of the EBP process and that 
adherence to it is “right.”
This may also draw a distinction between old and new ways of organising. The 
implication of a right thing to do, with right adherence and right outcomes, is perhaps 
in contrast to constructs of wastefulness, inefficiency, disorganisation and confusion, 
that so characterised psychotherapeutic services in EBP’s genesis. This perhaps 
suggests that the new EBP is “right” as the quote declares, and that the old services 
are “wrong” or “evil.”
Supporting this distinction drawn between the evidenced and what had happened 
previously is the way in which clinicians are portrayed. Practitioners are constructed 
as unreasonable and steadfast in their alliances with therapeutic schools in the face of 
this evidence and with it the “right thing to do:”
“Efficacy research results alone do not convince practitioners and trainers to shift 
their allegiance and practice towards more clinically effective procedures”
(DofH, 1996, p.43).
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To conclude the anchoring phase, it seems EBP anchors in both scientific method and 
the medical model. This is expressed through the statements it makes about the 
adoption of such methods, or procedures associated with them, for EBP’s own 
implementation. For scientific method this is principally through the focus on 
quantitative, experimental research methods, and the adoption of a positivistic frame 
of reference. For the medical model, the adoption of diagnostic criteria is an 
indication of anchoring in this representation. There is also the suggestion of a moral 
argument, based on practitioner’s responsibilities to use evidence backed therapies, 
which may bear some resemblance to medical codes of ethics.
Objectification.
Coming to the lower middle of the diagram, the objectification phase denotes the 
representation literally becoming real, an independent concept with its own 
identifying symbols and meaning. In the objectification phase, new symbols of a 
representation take form in a process called crystallisation. These formed symbols, 
which render the representation recognisable and familiar then project into society. 
Projection is the way in which the representation is used and the thought and meaning 
with which it is regarded when it is used.
For EBP, crystallisation occurs through documents that formalise its role in 
psychotherapeutic practice and for clients approaching the system. These are 
documents such as Treatment Choice in Psychological Therapies and Counselling 
(2001a) and ""Choosing talking therapies? ”(200\c). The landmark symbols that 
emerge from these documents are ones such as “evidenced based” as a phrase itself
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and CET itself, that as a therapy becomes representative of the process. These phrases 
seem to project with the authority and respectability of their scientific and medical 
anchors. There seems to remain from this anchoring the separation of the new EBP 
and old methods, with other therapeutic methods coming to be seen as anarchic and 
out dated.
Both Treatment Choice in Psychological Therapies and Counselling (DofH, 2001a), 
and “Choosing Talking Therapies” (DofH, 2001c) revisit the constructs on which 
EBP anchors. This serves as a reminder of the methods by which the guidelines have 
been devised and a cue to the respectability and authority which EBP inherits 
anchoring in these models. “Treatment Choice in Psychological Therapies and 
Counselling” (2001a) made increased reference to science, stressing the thoroughness 
and rigour of the review process: “The guidelines have been produced by a multi­
disciplinary guideline development group, led by the British Psychological Society, 
and they have undergone extensive independent scientific review” (DofH, 2001a, 
p.3).
Similar to the reminders of scientific anchoring, there is also reference to the disease- 
treatment element of the medical model. Here the DofH (2001a) states its intention to 
bring together the research practice divide in order to strengthen the link between 
diagnosis and applicable treatment:
“Nowhere is the gap between research and practice wider than in this field By
confronting this divide within these guidelines, we hope to promote better research as 
well as less variable practice” (DofH, 2001, p.4).
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This perhaps also reflects the divide EBP’s construction erects with the old 
psychotherapeutic services. “Confronting” is a particular word, which seems 
adversarial and distancing. “Better research” and “less variable” are reminiscent of the 
premises of EBP’s Genesis, which stressed the variability of treatments and how these 
were seemingly seldom evidenced.
Having revisited the medical and scientific anchors of its emergence and the benefits 
they will bring, EBP then proceeds to display the evidence for each psychological 
treatment, as categorised by psychological disorder. On the basis of this evidence, 
“Choice Treatments in Psychological Therapies and Counselling” then makes its 
recommendations : “Recommendations are given to inform first treatment choice” 
(DofH, 2001, p.40). What emerges is a wealth of evidence for CBT, some evidence 
for DBT and systemic therapy and some limited evidence for psychodynamic therapy.
These recommendations make up the bulk of the shortened version of Treatment 
Choice in Psychological Therapies and Counselling (DofH, 2001b). It perhaps 
explains how at the projection stage the focus is on the recommendations, and CBT 
which comes out very favourably, given this document is likely to have a broader 
readership and that it has less space to discuss the implementation and the caution 
attached to the process. The majority of people reading this witnessing through it that 
essentially scientific methods were applied, and that CBT was recommended time and 
again.
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Nevertheless, EBP’s declared commitment to pan-theoretical factors is fulfilled in a 
series of sections which detail the evidence surrounding non-specific therapeutic 
factors. Despite this little of the evidence yielded achieves what is classified as higher 
grade status. Yet it is these non-specific factors that are especially present in the user- 
aimed document “Choosing Talking Therapies?” (DofH, 2001c):
“Research has shown that how you get on with the individual therapist is more 
important than the type of therapy you get” (DofH, 2001c, p.2).
“More important than the type of therapy you get.” Is an interesting phrase as it seems 
to contradict the Department of Health’s own recommendations; given that research 
for the therapeutic relationship did not yield as high or as numerous evidence as 
therapeutic methods did (at least for the most common conditions).
The recommendations for therapeutic methods are still regarded in this document. 
However, as this quote suggests the bottom line, quite literally, is how you get along 
with your therapist:
“If a particular therapy has been found to work for your problem, it is worth trying 
that approach first, but bear in mind that there are gaps in the research. A particular 
therapy might work for you even if there is no evidence yet, to back it up. What seems 
to matter most is your relationship with the therapist; if  you feel you can trust and 
work well with them, it is more likely to help you” (DofH, 2001c, p.7).
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The tentativeness of some of these statements “bear in mind there are gaps in the 
research,” and “If a particular therapy has been found to work. ... it is worth trying 
that approach first,” seem to get lost in the projection stage. Although the DofH 
clearly make an effort here to explain to users evidence isn’t everything, the 
representation that seems to get through to the public is of the prestige and authority 
of EBP and how its recommendations back CBT. Non-specific factors becoming lost 
in projection maybe a reflection of the lower grades of evidence they yield, thus they 
do not project so well with EBP, which anchors itself on the high level “scientific” 
evidence. This may also be because they do not fit into the disease-treatment element 
of medical anchoring.
What is striking about these different documents aimed at different readerships, 
however, is the change in emphasis and recommendation. It seems EBP uses different 
strands in its research inquiries to serve the different domains: Service users are 
reassured that non-specific relational factors are most important and they will have 
therapy to suit that; whilst practitioners are told of the evidence for which therapies 
will be first treatment choice, that this will be more effective and that the constructed 
old ways of variable treatment without rationale or evidence are long gone.
What perhaps comes out of this is the breath of EBP’s appeals and the scope of its 
process. EBP in “Choosing Talking Therapies? ” is able to present a marriage of 
research and scientific method that yields both recommendations for therapy and the 
delivery of what is perhaps most relevant to the service-user: how they get on with 
their therapist. It is this portrayed capacity to deliver in instances like this that 
crystallises EBP in accordance with its medical and scientific anchors, as being
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capable, respectable, and authoritative. “Evidence Based” becomes symbolic of 
scientific rigour and dependable, reliable treatments. The sheer weight that EBP gives 
to CBT means that CBT comes to crystallise as a symbol of EBP and the 
respectability of it’s anchors.
Projection.
Projection describes the process of the newly generated symbols being received in 
society and the meanings attached to them. As crystallisation described “evidenced 
based” becomes symbolic of the rigour and authority of its scientific and medical 
anchors; as does CBT because of its backing by EBP.
It is these symbols that project into the public perception. Here “Evidence based” 
underlines the integrity and authority of the professional it is connected with:
Dr. Petra Boynton- Described as Britain's first scientific evidence-based agony aunt, 
Boynton is set to revolutionise the British attitude to sex.
(http://www/guardian.co.u./g2/storv/0.3604.1052504.00.html)
Job Advertisements
Similarly, in another example, the anchoring that made EBP enter into the 
consciousness as safe and ethical, a “should,” now projects into the necessity of job 
advertisements :-
North Birmingham Directorate- Directorate Lead, Clinical Psychologist.
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“Do you want to help shape and lead the development and delivery of adult mental 
health services in line with Department of Health guidance, NICE guidelines, and 
preferences and expectations and commissioner requirements?”
(Appointments Mem June, 2006)
News Paper Article
Equally CBT seems to project with the authority and respectability that EBP’s 
backing and scientific anchoring gives it.
An article from The Guardian (Pidd, June, 2006), which questioned whether cognitive 
behavioural therapy was really “the quick fix to all of life’s ills,” (title page,) reveals
the status of an evidence base:- CBT Is suddenly being touted as the best
“evidence-based” (ie rigorously scientifically tested) cure for just about everything,” 
(p.7). Here the author makes explicit what the phrase “evidence based” means, almost 
explaining it to her readership as meaning “rigorously scientifically tested.”
In an article that sets out to question whether CBT was a quick fix to all of life’s ills, 
its capacity to “cure” becomes rather more emphasised:- “just about everything, from 
depression and phobias to schizophrenia, ME, obsessive compulsive disorder and
obesity scientists last week from Emory University in Atlanta, Georgia, US,
suggested that it could even combat infertility.” This is only challenged by one 
objection, “that it doesn't work for everybody,” (Pidd, p.9) which is exemplified with 
the story of woman who is turned away from a private therapist because of her co-
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morbidity of depression with an eating disorder. In one quote Phil Richardson also 
challenges the research findings:- “While many studies have shown it is effective for 
people with simple, uncomplicated depression, there is no evidence to suggest that the 
kind of depression suffered by people who are signed off w ork.... can be helped by 
CBT” (Pidd, p.9). Other reasons are extra-therapeutic, such as Hagenbach’s idea that 
CBT agrees with the decision making style of executives, and that therapists are 
unregulated.
Despite setting out to question, this article concludes after this one argument against 
evidence based practice’s process of endorsing CBT that:- “While the jury is still out 
on whether CBT can really help those with serious, complicated and long-term mental 
health problems, it is some way becoming the “acceptable” face of therapy for those 
with less chronic problems” (p.9). Going on to conclude that:- “CBT may not be a 
cure-all, but it can cure some. And for many, that's enough” (Pidd, p.9).
What is also telling about this article is that the split between the new EBP and the old 
system is still present. The old psychotherapeutic services, characterised by 
inefficiency, wastefulness and lack of evidence, are reminiscent in the 
characterisation of other therapies, described as:- “taking years to “complete””(p.8;) 
“[lying] on a couch and tell[ing] strangers about their dreams,” (p.9;) and “nebulous” 
(p.8) Providing:- “Not so terribly strong competition from more “traditional” forms of 
therapy.” (Pidd, p.8)
This is some evidence that what is projected into the public eye is EBP, with CBT as 
its symbol, appearing scientific, respectable and authoritative. It is interesting to also
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note the projection of other psychotherapies, and how these reflect how EBP 
constructed them in it’s genesis.
What Works for Whom 2"  ^Edition.
Whereas the first edition o f  What Works fo r  Whom? ” (Roth & Fonagy, 1996) 
introduced the idea of research determining healthcare funding and intervention, it’s 
second edition is able to refer directly to the representation it erected and named.
“At that time, there was a growing expectation that psychotherapy- along with any of 
form of publicly funded treatment- should be demonstrably effective and cost- 
effective. Since then, this expectation has become normative, and there are few 
countries where the demand for “evidence -based practice” does not apply” (Roth and 
Fonagy, 2006, p. 1).
Not only does this present EBP as an independent idea but one synonymous with the 
answer to “demonstrably effective policy.” Furthermore, as this quote reveals, Roth 
and Fonagy are able to assert that this representation has become normative. This 
reflects EBP’s progression from a concept needing to be explained and introduced, to 
a norm that denotes a therapeutic policy infrastructure.
Expert Opinion.
Not all of the themes in the objectification of EBP reflect its anchoring, however. 
Evidence based practice was anchored in science in order to as protect clinical
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innovation, prevent treatment package buying and theoretical polarisation. Some 
commentaries construct evidence based practice as reinforcing of the empirically 
backed therapies
“Shapiro agreed that other approaches are in danger of being left behind but explained 
this was unfortunately part of a chicken and egg situation- with NICE guidelines 
requiring evidence to be there and research funding more likely to be awarded for 
therapeutic approaches that already have a strong evidence base. But that is not an 
argument against CCBT” (The Psychologist, 2006). Shapiro commented on 
computerised CBT obtaining National Institute of Clinical Excellence, a shareholder 
in NHS treatment recommendations, backing. Although shapiro seems to express 
regret at the possible neglect of other therapies, the constructed model of EBP, where 
evidence leads to recommendation, closes his argument.
This is a manifestation of EBP becoming objectified in a way that it wasn't anchored. 
This objectification is of EBP being used as an evidence compiling vehicle for 
political and economic recognition at the expense of the therapeutic innovation it 
claimed would be safeguarded.
This is also suggestive of the view of science that is objectified through Evidence 
Based Practice. As opposed to Popperian thinking where the hypothesis is intended to 
be disproved, psychotherapeutic trials test whether already supported interventions are 
effective on increasing populations.
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Conclusion.
To conclude, EBP as a social representation grew out of circumstances where 
psychotherapeutic services were constructed as being in disarray: wasteful, 
disorganised, lacking evidence and possibly dangerous. EBP anchored onto the 
scientific and medical models through its own model, implementation and hierarchy. 
This gave it the respectability, recognition and authority of these previous 
representations. This made EBP, “evidence based” and CBT, because of its backing, 
crystallised symbols with which society came to recognise EBP and associate it with 
the authority and integrity of its scientific and medical anchors. Interestingly, the split 
between EBP and the old services also seemed to project and some of the claims made 
in anchoring to science, that innovation will be protected, seem to have been left 
behind.
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Discussion.
This paper argued for the need of a deconstruction of evidence based practice and has
proposed a model of its social representation by the identification of themes extracted
from relevant documents according to Thematic Content Analysis (Holsti, 1969).
This paper found:
- That EBP constructs the psychotherapeutic provision it emerged from as 
dangerous, wasteful and inefficient.
- That use and reference of the symbols and conventions associated with, or 
intrinsic to, the scientific and medical models reflects an anchoring in these 
representations.
- The responsibility and authority of its scientific and medical anchors become 
associated with EBP; “evidence based,” EBP and CBT reflect this usage at the 
projection stage.
- There seems to be some evidence that the “split” EBP constructs with 
psychotherapeutic provision continues; EBP continues to be seen as new and 
respectable, older services as antiquated and archaic.
- EBP anchors in older methods but alters their mechanisms for its own use. The 
compilation of evidence for a particular treatment, the production of future
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research and the protection of innovation are all declared characteristics of EBP. 
Yet, there is evidence to suggest that EBP science does not reflect Popperian 
principles, that past backing indicates future investment and that less supported 
therapies are becoming overlooked.
The trend of the emerging EBP to frame itself as new, respectable, capable and 
authoritative and refer to previous services as disorganised and wasteful makes 
allegiance to EBP very attractive. Appeals on the individuals’ membership or 
acceptance of new ideas can be understood with Social Identification Theory, a theory 
related to Social Representations Theory.
Doise (1984) suggested that social representation theory (Muscovici, 1981) and social 
identification theory were linked but operated on different levels of analysis; social 
representation regarding societal level phenomena and social identification, 
interpersonal phenomena.
The consideration of group mechanisms has potential in the understanding of 
evidence based practice as a social representation. Tajfel and Turner (1979) maintain 
that a group must allow self-esteem and respect from membership, else its members 
will leave or disassociate themselves. The genesis of evidence based practice involves 
the proposal of a new group that offers scientific and medical respectability with it’s 
own symbols it later projects. Spears and Manstead (1989) found that individuals are 
also most likely to identify with groups that carry status. This is all evidence for a 
construction that appeals for people to align themselves with EBP and its conventions.
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Limitations.
Limitations focus on the perspective of the researcher. As acknowledged in the script, 
the researcher has his own particular perspective on EBP. This may have resulted in 
bias in the analysis along the researcher’s own beliefs and assumptions. The 
procedures for checking the analysis, detailed in the ‘method’ section, were 
particularly relied upon when analysis seemed to reflect the researcher’s views. The 
researcher has studied EBP previously and has used previous and emerging reflections 
as an indication of his beliefs and opinion; using them to monitor his analysis.
Nevertheless, this project has identified the central themes around which the social 
representation of evidence based practice has been constructed. Space was given to 
the most essential and central themes, at the expense of more peripheral patterns such 
as representations of primary and secondary care, and EBP’s construction of the 
theoretical schools.
Evaluation considered according to Elliott et al’s (1999) evolving guidelines on 
qualitative research involves the use of quotations to evidence interpretation and 
wherever possible one or two quotations have illustrated a given point.
In keeping with Elliott et al’s (1999) guidelines the source of each document has been 
given, and each is widely available. Similarly, the perspective of the author 
approaching this research has been acknowledged, his emerging conceptions reflected 
upon through research supervision and the research itself grounded into the 
framework of Evidence Based Practice. Hopefully the author’s process regarding this
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paper and the points it has made about the appeals of EBP’s evolution as a social 
representation, have made it an engaging and provoking piece for the audience.
Reflections: I  think I  have recognised a change in emphasis in my approach to this 
paper as my work on it has progressed through numerous write-ups and feedback. As 
reflections in this paper and in my literature review revealed, I  have fe lt considerable 
frustration and anger with EBP; feeling it has been prejudicial to therapies that I  
value. I  think this frustration made me focus on specific appeals o f EBP in initial 
write ups, neglecting their place within parts o f social representation theory. I  felt a 
passion to document EBP appeals, their inconsistencies and contradictions. When 
feedback pointed my emphasis out however, I  made considerable efforts to focus more 
on these appeals as part o f the social representation. I  think this changed the energy I  
felt towards this project by adding an interest and a curiosity to more residual 
frustrated feelings. I  have always been very interested in history and reminders o f the 
place o f  social representation theory tapped into this interest, resulting in a curiosity 
with its evolution which put the appeals in context. I  felt my position and write up with 
it, changed to a balanced one which incorporates appeals within the evolution o f  
EBP. Ife lt this enabled me to see more clearly the use o f medical and scientific 
anchors and how projection was a reflection o f these. I  suspect that previously my 
reactions to appeals may have occupied too much attention, with a focus on how 
different appeals contradicted each other or were loaded with biased assumptions, as 
opposed to how these appeals reflect the progression o f EBP as a social 
representation.
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Appendices.
Table I of EBP documents, their publication date, and readership.
Document. Publication Date. Readership.
What Works for Whom? 
(Roth and Fonagy)
1996 Professional.
Strategic Review of Psychotherapeutic services. 
(DofH)
1996 Professional,
Governmental,
Managerial.
Choice Treatments in Psychological Therapies 
and Counselling. (DofH)
2001 Professional,
Governmental,
Managerial.
Choice Treatments in Psychological therapies 
and Counselling, shortened version. (DofH)
2001 Professional,
Governmental,
Managerial.
Choosing Talking Therapies. (DofH) 2001 Service-user.
Public.
The Psychologist appointments memorandum. 2006 Professional.
Internet based news article. 
(httD://www/euardian.co.u,/e2/storv/0,3604.1052504,00.
2006 Public.
html)
Newspaper article “Is CBT really the answer to 
all of life’s ills, or just a quick fix for the 
consumer age.” The Guardian.
June, 2006 Public.
“What Works for Whom?” (2"“ edition) 
(Roth and Fonagy)
2006 Professional.
The Psychologist, article, NICE backing CCBT. 2006 Professional.
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Diagram I: EBP as a Social Representation.
Genesis.
-DofH 0996) Strategic Review of Psychotherapy Services. 
- “What Works for Whom?” (Roth & Fonagy, 1996)
Psychotherapy is beneficial, but services are in disarray. 
Psychotherapeutic theory is confused.
\ j /
Anchoring.
-DofH (1996) Strategic Review 
of Psvchotherapv Services.
- “What Works for Whom? 
(Roth & Fonagv. 1996)
Obiectification-
Crystallisation.
Projection.
\ 1/
EBP is the solution to this situation.
Scientific
Model
-Research Methods. 
-Positivistic focus 
-Innovation
-Medical research 
-Diagnostic usage 
-Moral appeal.
Medical
Model.
Buzzwords. Job Advertisements. Status in Newspaper Articles. 
“What Works for Whom (2^ ed) ” Professional Publications.
Symbols projected and received as reflected in:
DofH (2001) Treatment Choice and Recommendations in Psychological Therapies 
DofH (2001) “Choosing Talking therapies.”
Instil symbols of EBP such as “evidence based” and “CBT
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“Therapists’ experiences of Evidence Based Practice.” Towards A Grounded
Theory.
Abstract.
The phenomenon of Evidenced Based Practice (EBP) for psychotherapy has gained 
increased momentum over the past decade and has ramifications for practitioners’ 
professional behaviour and thinking. This study aims to initiate research on therapists’ 
experiences of EBP to understand their processes in interacting with this 
contemporary aspect of practice. A semi-structured interview method was used, and 
ten participants recruited; of which 4 were men and 6 women, all were 
clinical/counselling psychologists or psychotherapists, with experience ranging 
considerably. Accounts analysed according to Glaser’s 1992 method of grounded 
theory suggested a process model of EBP, where the practitioner experiences EBP 
according to the environment in which it is introduced and in relation to their beliefs 
and values. This suggests that those responsible for EBP need to monitor the way in 
which it is implemented and take into account practitioners’ values in order to receive 
a satisfied adherence from them.
Keywords:
Evidence Based Practice, Grounded Theory.
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Introduction.
Over the past decade the UK National Health Service (NHS) has made attempts to 
make its psychological provision ‘evidenced based’. Evidenced based practice (EBP) 
was introduced in the Department of Health (DofH) Strategic Review of 
Psychological Services and Treatments (DofH, 1996). This strategic review claimed 
that there was confusion and chaos in the organisation of psychological services, the 
choice and length of ‘treatments,’ the names used to describe its disciplines and 
practitioners and that EBP would remedy this situation by providing a framework for 
services to operate in and ‘treatments’ to be given (DofH, 1996). It stated that using 
EBP as a framework would bring clarity, organisation, value for money, efficiency 
and safety for psychological therapies.
The Strategic Review (DofH, 1996) and “What works for whom?” (Roth & Fonagy, 
1996) also proposed standards by which psychological evidence would be judged, and 
future evidence would be categorised. These standards ranged from ‘gold standard’ 
randomised control trials, down through varying levels of controlled trial experiments, 
to the consensus of panels of patients and professionals.
Having a research hierarchy, an initial compilation of research evidence for 
psychological therapies and a model by which it could be implemented, evidence 
based practice was beginning to take shape in the UK. Five years later, “Treatment
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Choice and Recommendations,” (DofH, 2001) was used to compile evidence which 
determined what was called the “treatment of choice” for psychological disorders. 
This meant that where a client presented with a given disorder, the practitioner should 
use the “treatment-of-choice” before considering other options. This signalled a 
progression of the EBP movement from just compiling research evidence to using it 
to determine practice policy.
Reaction to this within the therapeutic community was split. There were those who 
favoured this version of EBP and suggested that research needed to be undertaken 
according to the hierarchy (Target, 1998) and that clinical training needed to be 
adjusted to reflect the needs of EBP (Reynolds, 2000). Alternatively, many saw that 
the assumptions of EBP, (such as realism, diagnostic criteria usage, and homogeneity 
of method and client), as being at loggerheads with their assumptions of therapy and 
those of their therapeutic schools (Lamer, 2004; Marzillier 2004; Rustin 2003). Some 
called for the abandonment of EBP (Rustin, 2003). Others proposed that EBP be 
altered to accommodate qualitative methods that were more in keeping with their 
philosophical positions (Kazdin, 2003; Lamer, 2004; Midgely, 2004).
Evidence Based Practice did not alter the status of qualitative research within the 
research hierarchy. The National Institute of Clinical Excellence (NICE) aided the 
collection of evidence by verifying the efficacy of research published and promoting 
guidelines for the treatment of disorders. Further showing EBP’s progress, Roth and 
Fonagy published a second edition of “What Works for Whom?” (2005), which 
compiled evidence up until that point and suggested that EBP had become normative 
in psychological services the world over.
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Evidence Based Practice has grown from a conceptual framework influential in 
structuring psychological services, to an institution founded in policy, directing 
research and practice matters. However, little research has explored the experiences of 
the practitioners who are affected by EBP. In light of the split in opinion and strong 
emotion apparent in reaction to EBP, it is curious that therapists experience of the 
phenomenon have gone unexplored. Qualitative research is suitably placed to 
document such emotions, tensions and experiences possible in relating to EBP, as 
opposed to measuring the degree of them more typical in quantitative research.
A theory that begins to account for the experience of EBP, derived from grounded 
theory, would highlight the key issues relevant in interacting with EBP, the key 
processes in relating to EBP and illuminate the variables along which individuals’ 
attitude and behaviour is moderated. This would have use and relevance particular to 
the stakeholder in EBP: for policy makers, an idea of how to moderate policy to the 
processes relevant for those professionals carrying it out; for managers, some 
perspective on the issues and challenges facing their staff and some idea of how to 
facilitate this negotiation; for applied psychological training, an understanding of how 
students address EBP in education; and for therapists, a normalisation of their own 
processes in relation to EBP.
Reflections: As a trainee counselling psychologist, I  am training in a profession that 
values a humanistic base and varied methods o f  obtaining and using evidence. 
Writers in counselling psychology have document how the assumptions o f  EBP 
conflict with the profession (Monk, 2003). Such assumptions have been present in my
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training and expounded by my tutors and colleagues. Therefore, as a practising 
counselling psychologist I  am interested and involved in the ramifications o f  EBP for  
the profession. EBP has direct ramifications fo r  me and my future practice.
I  wanted to do this study because EBP is a relevant and pressing issue in psychology 
and psychotherapeutic practice. EBP and people’s reactions to it are talked about 
frequently in lectures and discussions, and I  wanted to perform some detailed 
research into people’s experiences, perceptions and opinions. I  was curious to 
investigate how people came to their stance on EBP, what experiences moved them 
and what factors were relevant to them in their decision making on the subject. I  also 
wanted to document some o f the feelings that were around EBP and do so in an 
intimate way more personal than the journal responses and reactions to EBP. This is 
because EBP brings up passions in people and causes excitement, revulsion, 
controversy, anger, restraint and a range o f other experiences.
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Method
Participants.
This study aimed to include practitioners such as psychologists and psychotherapists 
who are informed of EBP. The inclusion criteria was intentionally broadly defined in 
order to encompass opinion from beyond settings where EBP serves a role. This was 
so as not to exclude participants who are informed about EBP but choose to work in 
non-NHS/non-EBP settings.
Participants were recruited through professional contacts. To select participants the 
principle of “theoretical sampling” (Glaser & Strauss, 1967) was used. “Theoretical 
sampling” (Glaser & Strauss, 1967) holds that recruitment should proceed as the 
analysis unfolds, in order to select participants to provide new and varied experiences 
until no new experiences can be found and the grounded theory can be based upon 
this saturation. Interviews were conducted with a view to providing different and 
varied opinions and experiences. Judgement was required in considering how a 
different experience could be yielded from one participant to the next. The researcher 
used background, training, setting worked in, method used and years in practice as 
factors to consider in selecting a further participant to yield a different experience 
from the last. These were considered the characteristics that were most relevant and 
would elicit the most variety in the makeup of people’s opinion of EBP: Ethnic and 
cultural background is likely to influence opinion on EBP as different cultures view 
exploration and science differently (Inglehart, 1990); training, similar to method used.
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is perhaps likely to reflect the practitioner’s view of epistemology and idea of mind 
and mental health, thereby influencing their opinion on EBP; setting maybe relevant 
because EBP exerts different influences in different settings, and the participant’s 
experience may vary according to their exposure to EBP in different settings; and 
years in practice will influence a participant’s experience as EBP will make up all, 
more or less of their working careers, depending on how long they have practised, and 
therefore have a varying time with which to become an influence.
Interviewing began with two participants who worked in settings with a strong EBP 
influence, but who had very different ways of working: a clinical trainee and a gestalt 
psychotherapist. This was chosen so that the initial experiences would be highly 
relevant, yet diverse; and that “theoretical sampling” (Glaser & Strauss, 1967) could 
proceed to broaden the experiences sampled from these appropriate initial interviews.
Theoretical sampling (Glaser & Strauss, 1967) had to be carried out pragmatically 
given the time limitations on this study. Where time did not permit a full transcription 
and analysis, notes were taken either from the transcription or tape to provide an 
essence of the participant's experience and indicate fi*om whom a divergent opinion 
might he found. In the later stages, where time was particularly short, the last few 
participants were recruited together, before each of their experiences could be elicited 
in interview. These participants were selected on the basis of their likelihood to 
provide different experiences based on how they varied demographically from 
participants already interviewed, and each other. Although this departs from the 
principles of theoretical sampling, which seeks to obtain novel experiences after 
having analysed recruited accounts, this prospective method meant more participants
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were recruited with broader demographics with the time available. It also followed, 
after accounts were analysed, that participants with divergent demographics yielded 
varied experience.
Given the limited timeframe available, complete saturation was not possible. 
Although it seemed that substantive codes were pulling together under the theoretical 
codes which construct the proposed model, novel codes continued to emerge from 
participants. For example, in the final interview a participant volunteered his/her 
reservations about the sophistication of EBP’s epistemology; although this would 
have fitted into the “conceptualisation” element of the “interaction” stage as it 
reflected the intellectual negotiation witnessed for other issues in other participants, 
this was a novel area of contemplation which would warrant further investigation as it 
is likely to be pertinent for other potential participants, who may have different 
experiences with epistemology than our participant. Nevertheless, the grounded 
theory these methods produced have identified some underlying themes and tentative 
connections between them using the broad, but not exhaustive, experiences sampled.
Eight participants were interviewed:
Table 1. Removed for the purposes of journal submission.
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Participants were contacted by email and asked if they would be interested in taking 
part in the study. Upon expressing an interest, the information sheet (appendix 1) was 
sent to them to brief them further on the details of the study and an interview time 
arranged. At the interview meeting, participants were given the information sheet 
once again and invited to ask any questions they wished before signing the consent 
form (appendix 2). The participant was then asked to complete the demographic 
questionnaire (appendix 3) before the interview commenced.
The interview followed a semi-structure format with an interview schedule (appendix 
4) to raise relevant issues in EBP for the participant’s consideration. The interview 
schedule acted as an grid to structure the interview. However, the interviewer used his 
discretion in following what was relevant to the participant. Accounts were tape 
recorded and transcribed. During transcription participants were given a pseudonym, 
and any identifying information within the transcription was omitted; in order to 
protect their identity and ensure the anonymity promised in the information sheet.
The interview schedule covered the areas: of how participants engaged with EBP; 
what impact EBP has had on their practice; how EBP is related to the ideas that 
influence their practice; whether it affected their work in any other way; and whether 
the participants would make any changes to EBP. These questions were derived from 
a consideration of the areas that would affect therapists’ experiences and interactions 
with EBP. The interview schedule was reviewed by two experts in the study of EBP 
to verify the suitability of the questions and to make sure that they covered the 
necessary areas for an investigation of therapists’ experiences of EBP.
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Reflection was necessary when one of the experts suggested that a question on 
participant’s scientific critique of EBP could be included in the interview schedule. It 
was considered though that this would lead and privilege a scientific or empirical 
perspective and if  that was relevant to the participant, then it would be most likely 
covered by other questions on the schedule.
The researcher was open to altering the interview schedule to reflect participants’ 
experience. However, the participants did not seem to volunteer novel areas that the 
interview schedule did not explore. After two interviews though, a question was 
added: “What do you understand by EBP?” This was in order to explore participant’s 
different understandings, and clarify definitions for later questions about EBP in its 
policy form.
Analysis.
Grounded Theory was chosen to provide an account of participants’ experience in a 
localised theory. Glaser’s (1992) account of grounded theory involves “open” and 
“selective” coding and substantive and theoretical codes. “Open coding” is described 
as attributing a code to a unit of meaning to reflect its content. “Selective coding” 
denotes the process of considering further experience according to the codes 
previously given to identify patterns that relate to the emerging core experiences in 
other transcripts. This is as a method of discerning underlying patterns as the 
researcher progresses through transcripts. These two methods offer a balance that 
retains the phenomenology of the experience to give these initial, or “substantive”
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codes. The substantive codes are then sorted into theoretical codes which reflect and 
join patterns in their meaning. These theoretical codes, and the links between them, 
then form the basis of the grounded theory.
Glaser’s (1992) method was used because open coding places no restrictions or 
parameters on coding. This is unlike Corbin and Strauss (1990) that sets parameters 
on codes, such as context. It was considered that Glaser’s method would allow the 
coding to reflect the fullest extent of experience and therefore be preferable for 
retaining the participants’ experience and phenomenology in a field that has seen only 
limited exploration.
Glaser (1992) suggests immersion in the data through a process of reading, re-reading 
and note taking. The researcher did this, reading and re-reading each transcript at least 
four times before beginning to annotate the material. The researcher used a left hand 
colunrn to denote a range of reflections on the transcript. He noted any particular 
reactions and feelings he had to the transcript in terms of the logic conveyed by the 
participant, the feelings they expressed, the process they seemed to indicate in their 
thinking and the content of their speech. The author also noted any interpretations he 
made about the participant's communication, an example is when participants 
grew hesitant in expressing reservations about EBP and whether this meant 
nervousness, fear or reluctance to express such views. Links between different parts 
of the transcript were also noted in the left hand colunrn, along with the author's 
reflections, questions and hypotheses on the material. Encoding, which the author 
used a right hand column for, came after the transcript had been annotated in the left 
hand colunrn, and involved a consideration of the notes and reflections in the left hand
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column to provide a code which pulled together what the author considered the 
essence of the content and the feelings behind it. This was a process inextricable from 
the transcript itself and where possible the exact wording the participant used was 
retained in the code. Some examples of different codes include participant’s 
understanding of EBP, how they felt towards it and how they behaved in relation to it. 
Codes were recorded on cards, where similar codes were also placed and relationships 
between the codes could be noted as the analysis progressed. Previous codes were 
considered in coding emerging codes and cards could be amalgamated if it was found 
during the analysis that participants were referring to the same experience, or re-coded 
if it seemed the researcher’s description was not appropriate, process all part of 
“constant comparison” (Glaser & Strauss, 1967). After all transcripts had been 
analysed, the code cards were examined for patterns and relationships in meaning. 
Where patterns and relationships were found, cards were grouped to form a theoretical 
code. These theoretical codes formed the basis of the grounded theory, with 
relationships between each being derived from the researcher’s understanding through 
immersion in the material and the notes he had taken regarding how participants 
different facets of experience seemed to relate to one another.
The analytic process and write up were conducted according to Elliott, Fischer and 
Rennie (1999) and Yardley’s (2000) guidelines for qualitative research.
In order to try and limit bias, two transcriptions from interviews were analysed after 
the other eight and the theory had been proposed. This was in order to verify the 
robustness of the theory by seeing whether these new accounts still reflected the 
model formulated.
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Two participants were contacted and asked for feedback on whether they felt the 
grounded theory reflected their experiences. This was to verify the theory had a 
resonance with those whose experiences it attempts to capture.
Epistemology.
Due to the complex influences on the experiences of both the participant and the 
interviewer, this study will operate from a critical realist perspective. Critical realism 
holds that there is an objective reality whilst retaining the subjectivity of perception 
and cognition (Bhaskar, 1989).
Ethics.
The researcher contacted the Central Outcomes and Research Ethical Committee 
(COREC) for guidance on whether an application needed to be made for this study 
given the likely involvement of NHS staff. Although this normally would require 
COREC approval, participants would not be recruited through or because of their 
NHS employment. The committee decided an application did not need to be made, 
and their email is contained in appendix (5).
The study was approved by the University of Surrey School of Human Sciences 
ethical committee (appendix 6). As part of the application the researcher raised the 
possibility of participants becoming distressed when discussing EBP as it may form a 
large part of their work and they might be unhappy with it. This small risk was argued
221
to be worthwhile however, for the insight into practitioners’ dealing with EBP policy. 
The committee was satisfied that sufficient resources would be available to potential 
participants in the eventuality that they might become distressed; and that the 
researcher, a trainee counselling psychologist, would have the knowledge and 
sensitivity to recognise when a participant might be affected by the interview.
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Fig. 1 (for the purposes of journal 
submission)
Results.
The Model.
Figure 1. represents the theory of therapists’ experience of EBP diagrammatically.
The theory is based on the theoretical codes used to name the patterns occurring in the 
analyses of participants’ transcripts. The accounts suggest that participants’ 
experience is moderated through 3 processes.
Figure 1. highlights these as Recognition/Identification, Interaction and Resolution, as 
the processes specific to participants’ experiences of EBP and hence the most 
important in this theory. This theory is process oriented, indicating that each of the 
double circles feed into the participants’ overall experiences of EBP. The arrows in 
the diagram represent the influences of processes and factors upon one another. For 
most of the major processes arrows are bi-directional, representing an interchange of
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experience and comparison, to contribute to the participants’ experience and 
impression of EBP.
Focus.
Due to space limitations this paper will focus on the main points of the theory and 
emphasise the key experiences. This will involve all three of the major processes of 
“Recognition/Identification,” “Interaction” and “Resolution,” but exclude a specific 
write up on the influence of private practice and beliefs and values. The beliefs and 
values of the participant should be implicit in the quotes used.
Recognition/Identification.
Recognition/Identification shows participants’ experiences of becoming aware of 
EBP, ranging from their ideas of what EBP involves [i.e definitions], to perceptions 
about how EBP was being used by their work teams and colleagues. The way 
participants happened upon these recognitions was also varied, ranging from having 
concepts of EBP introduced through documents, through to political ideas
For space concerns EBP in the Team and in Politics will be presented as examples. 
Participants had many varied recognitions of EBP though, such as it being about 
NICE guidelines, as having research evidence to support a way of working and as that 
research involving randomised control trials. When asked about how they saw EBP 
Sarah said “NICE guidelines spring to mind, for me.” And Clara commented: “Where 
there are RCT’s to corroborate or support the value of a particular intervention.”
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Participants seemed to identify Cognitive Behavioural Therapy (GET) as being 
associated with EBP. Here Clare observes with some curiosity CBT’s part in 
treatment recommendations :
“/  wonder why CBT, which exists fo r  absolutely everything. ”
Participants also seemed to identify EBP as being a trend towards manualisation, and 
standardisation. As William comments: ""EBP is an attempt to standardise and agree 
things'"
William and a few others saw the ultimate end of this standardisation as being 
computerised CBT, which brought considerable scepticism. As Clara says: ""We might 
as well just create a computer system, delete psychotherapists and leave it at that."
So it seemed there were some very diverse definitional ideas about EBP.
EBP within the team.
The position that participants’ work teams and colleagues took on EBP seemed to be 
decisive in determining participants’ experience of EBP. Participants found 
themselves directed to work according to EBP by their colleagues or by other 
employees attempting to ensure that practice reflected EBP:
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""Very clearly saying to the department that actually the primary model.  had to be
one that had a solid evidence base" (Kate)
Worry, fear, ambivalence and coercion seem to result from the experience of having 
to work in a certain way. William’s experience was one of worry. He said:
""Its something that’s openly discussed and, worried over."
There was also conflict, as disagreement occurs between the EBP directives and 
participant’s clinical judgement. Tara’s experience involved conflict over practising a 
different model with a client that she thought would be more effective. The team did 
not allow her because of EBP protocols: ""[they said] I  don I  think its right I  should be
working in this way , and just because there is no evidence base we had
meetings that became very conflictual."
For participants that experienced this level of direction coming from the team, the 
feeling of restraint was evident: ""So it restrains me as a therapist, because it doesn I  
allow me to use what I  feel is in my client's best interest." (Tara)
Conflict wasn’t the only experience. Kate’s reaction is initially ambivalent, with her 
reaction as being “variable.” However, she seems struck by her “directive” forcing 
something that will not be of benefit to the client. She said.’ “[I reacted] Variably, I
fe lt that wanted to do what I  [felt] the client will benefit from ..........I  don V think
that comes through forcing them to do something. ”
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Alternatively, a very different experience involves EBP as being thought of as flexible 
and permissive:
“Ifeel NICE Guidelines can be quite flexible. ” (Ben) This flexibility seems to be in 
terms of the methods that can be used though NICE in EBP:
“It's a good starting point.  what the NICE guidelines say........but I  feel that I
have got nothing to lose by offering another take, or another technique. ” (Ben)
It seems as if the boundaries that operate for EBP within a team informs the 
participants’ perceptions and responses to the extent of EBP as a whole concept.
EBP and Politics.
The other example of the Recognition process covers experiences of EBP and politics. 
Participants’ accounts suggested a relationship between EBP and Politics that seemed 
to be characterised by something akin to scepticism. This appears to come from the 
recognition that participants have of EBP being a government venture. Experiences of 
politics and EBP are often associated with the financial needs of government.
“I  mean the whole thing is about money and politics when it comes down to it. ” 
(William)
Some participants spoke about feeling that the financial and administrative needs of 
evidence based practice were acting as a method of control. Clare says succinctly: “I
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think its about control actually. ” William’s experience highlights managers “who are 
essentially accountants” using EBP as a means of control. “I  think unhelpfully 
managers, may use the EBP argument in order to more closely monitor what people 
are doing. ”
There also seems to be cynicism, scepticism and doubt because of a suspicion that the 
system is engineered:
“There is a shortage o f  money, so I  suspect what government wants is what seems to 
be the most effective treatment in the shortest amount o f  time, I  think there is an 
agenda there. ” (Sarah)
To conclude this aspect of figure 1, the “recognition/identification” part of the 
experience, participants come to learn about EBP. They recognise its deployment and 
construct it according to characteristics they identify. Understandably, they react 
according to these constructs, such as cynicism resulting from suspicions of political 
motives.
Interaction.
Coming to the middle of the diagram “Interaction” is where participants negotiate 
what they make of EBP with their clinical work, beliefs and values. In Interaction, 
participants’ accounts suggested a process of deciding upon how to behave, think and 
feel, in response to the recognitions and identification of EBP they have made. This 
process seems to happen at two levels. There seems to be an intellectual negotiation.
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which is denoted with “conceptualisation” in the diagram. The other process is called 
“experimentation” in the diagram, and is when participant examines EBP concepts in 
practice; “experimenting” with them. Both of these categories contribute to the 
participant’s overall experience, as well informing each other and the third category in 
Interactions, “emotion.” This exchange between processes is denoted with bars to join 
the categories in “Interaction” on the diagram.
The sense of this period being one of decision making is reflected by participants’ 
own accounts of addressing EBP, often with the idea of “buying into” or accepting 
and adopting EBP. Kate said:
“Its about what is the quality o f the evidence, and how fa r do we buy into that. ”
While Clara said:
“You have to decide how much you value that (EBP) really. ”
Conceptualisation.
This is the process within “Interaction” on the diagram where participants 
intellectually negotiate the tenants of EBP with their own beliefs and ideals. Some 
participant’s accounts suggested a very reconcilable process, with what they recognise 
of EBP fitting well with their ideas of therapy and mental life. However, there also 
seems to be conflict in many participants’ accounts with tensions opening between 
ideas they value and impositions EBP has made into their work: “Well, on one level 
its irritating because as I  say, I  do think it is narrow. ” (Clare)
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The irritation arises from the “interaction” of EBP’s principles with wider 
professional knowledge. Participants “recognise” EBP presents certain research that 
“interacts” with the knowledge they have of such methods: “There are so many 
variables that you can't control, so how could you ever say that a RCT is really going 
to get to what you want. ” (Clara)
Similarly Kate has difficulties with the methods under inspection in research trials, 
she wonders whether trials examining one given method are valid given that the 
practitioners in them are found to be more integrative in therapeutic method: “Trials 
with experienced practitioners, lot o f evidence says that they tend to be more 
integrative. ” William raises a similar point related to the clients recruited for research 
trials: “The average person whose accepted into a research trial doesn’t bear a lot o f  
resemblance to the average person who comes to these sorts o f settings. ” (William)
Alternatively, where personal beliefs emphasise empirical research more, appraisals 
are more positive. Here there is a degree of excitement about the advances that EBP is 
making with new therapies, as “conceptually” Sarah’s belief in empirical methods 
agrees with what she finds happening through EBP: “There is some very exciting 
research showing fantastic results fo r  recurrent depression. ” (Sarah)
Experiences are often complex where recognitions interact with many different 
personal beliefs. For example, Tara values evidence for the accountability and 
affirmation it can bring: “That feels quite important, having evidence to offer to the 
client that it will work. ” (Tara)
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This conceptualisation is characterised by the realisation that EBP first with a 
personal belief in professional accountability. Yet, the desire for evidence and its 
affirming qualities are contrasted by the recognition that EBP in her team is applied 
inflexibly: “That stops being about a guideline and becomes a very rigid rule. ” (Tara)
This results in the tension of recognising the benefits of accountability and the 
drawbacks of how such an implementation has taken place: “I  can see the need for  
that, but the things. ... are done in a concrete way. ” (Tara)
Similarly, Sarah’s identification of the scientist practitioner model with EBP conflicts 
with her belief in methods of evidencing. She conceptualises the scientist practitioner 
model as being more narrow than evidencing she uses in the therapeutic encounter. 
The conceptualisation involves excitement at the progress that empirical methods 
could allow, reflecting her belief in those methods shown earlier. Yet, she has 
difficulty with the idea of the scientist practitioner: “I  have some difficulty with this 
term scientist practitioner. ”
It seems this is because of the other element of the conceptualisation, where EBP 
interacts unfavourably with a belief in wider resources for gathering evidence, beyond 
quantitative methods, culminating in: “Sometimes evidence.... can be as subtle as a 
strong feeling that the therapist has, and that's not very scientific. ”
In conceptualisation we have seen values and beliefs interacting with the meaning that 
participants make of EBP. This seems to be a process which requires negotiation as
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participants seem to identify parts of themselves that both agree and disagree with 
EBP.
Experimentation.
Staying within “Interaction” in centre of the diagram, the quite abstract ideological 
ideas found in “Conceptualisation” seem to be related to how EBP affects their 
practice work in the “Experimentation” section. Experimentation is still a process 
informed by participants’ beliefs and ideas here; with the value that they give to the 
client’s needs and improvement in therapy, which was important for all participants.
Practising EBP therapies was a struggle for some participants. Feelings of coercion 
and distress are present as the participant recognises evidence backed therapies run 
contrary to their own therapeutic instincts:
“Evidence based practice has fe lt at times coercive. ” (Clara) It seems like a 
nightmare for Clara when she feels she has to give skills when clients just want to 
talk: “Teaching them the skills when they might be talking about deeper stuff is a 
nightmare. ” (Clara)
Within this experience is the awareness that the research underlines the assumption of 
the therapy knowing better: “And that's because o f  the evidence that is used to 
support the model. ” (Clara)
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Yet when “experimenting” in therapy with EBP therapies, Clara finds positive results 
with clients. This changes her perception of research underpinning the model to 
beneficial; as it guides her through the ‘nightmare’ of not doing what her instincts tell 
her and following the client. She speaks of the value of the wisdom coming from
evidence backing: "Because o f the evidence there is a lot o f wisdom and
knowledge that is used to guide us as therapists. ”
Although this experience shows that ideas of EBP can be moderated with applied 
work, this was not the case for all participants. Participants who were doubting or 
sceptical about EBP in the recognition stage seem to have their experiences 
reinforced. This “experimentation” involves considering the benefits and drawbacks 
of applying EBP. There is some recognition of the positives of EBP, Robert finds that 
the more useful programmes can be found and used again: "There are certain types o f  
programs that seem to be more helpful that others, so we can utilise again, those 
programs. ” He also finds that there is easier access to a large resource of information:
"Now evidence based practice also is helpful.  we immediately have access to a
vast pool o f  information. ”
William identifies that EBP may result in more people being able to get psychological 
help: "There could be greater access. ” (William)
However, these participants find that the benefits of application are outweighed by 
drawbacks, or are not as helpful as they may have first considered. For Robert it 
seems things are not as beneficial as he feels people claim they are: "Whether it has
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been beneficial, people tend to claim that things get more effective, I  haven I  seen that 
during my practice. ”
Robert also doubts whether effectiveness has increased: ‘T would like to say increase 
in effectiveness but I  have no evidence o f that. ”
Emotionally this seems to express itself through doubt: ""What comes to me is a bit o f  
doubting. ” (Robert)
Where participants experienced considerable direction in the recognition stage, they 
are caught between their reservations and working according to the directive but give 
in and concede with directions: ‘T think as fa r  as I  could I  was going along with that 
directive. ” (Kate)
How satisfactory it was to go along with a directive seemed to hinge on the success 
the therapy would have with the client: ‘7  have a belief that. .... i f  I  apply it here then 
that will be effective for my client, so that doesn't hold any tension. ” (Tara)
Difficulties arise when such models do not seem to help the client: "Those people that 
you attempt to do straightforward DBT with, you had great difficulties using it. ” 
(Kate)
Where the “Recognition” process features a team imposing EBP backed therapies, 
and where therapy being experienced as not working at “Experimentation” 
experiences seem to involve considerable frustration. Participants become tom
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between what they are being asked to do, and what they feel would be best for their 
clients: "You have to apply this because that is the model, that is the protocol and 
there is another part saying, "I have ways o f working that would be more effective in 
this. ” (Tara)
The experience that seems to prevail is that the rules of the directorate are not 
negotiable because of the strictness of the team. For Tara this is an experience laced 
with threat:- "There is little value in defending-flghting it, i f  you rise too much against 
it then people can see as uncredible (sic). ”
The “experimentation” seems to be characterised by the experience of it not being 
effective in therapy, but that the EBP directive must be followed, contrary to their 
belief in using methods to best help the client. This seems to result in a balance where 
participants follow the directorate as much as possible, but vary from it, and keep that 
digression to themselves:
"You actually had to bring in different models, different ways o f  working. ” (Kate)
"Td stick to the privacy o f  my own session with my own client and bring other things 
in and work in a more flexible way. ” (Tara)
Not using the directorate, seems to be partly about the confidence to do so, but also 
brings up feelings of naughtiness and disobeyance:
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"People don 7 have the confidence to offer the things that continue to help from
other approaches, in the absence o f an evidence base. ” (Kate)
"That feels like a naughty thing to do in a service where that's not what you ’re 
supposed to do. ” (Tara)
Fear is also present where direction in the recognition stage has been found to be 
positive, permissive and reinforcing of therapeutic choices. Experimentation here 
seems on going, characterised by the fearful possibility of this status quo changing 
and conflict arising because the participant no longer agrees with the direction EBP is 
leading in therapeutic work. As Ben says: "I don 7 know what would happen, or how I  
deal with it, i f  NICE guidelines say don 7 do that X  when I  think X  is the appropriate 
course o f action. ”
These accounts seem to indicate that the direction of the team is a powerful moderator 
in experience, with the leverage to make people feel fearful and naughty.
Alternatively, liberty in clinical work can serve to redeem other difficulties with EBP. 
Here personal beliefs and values involve using broad ranges of evidence and theory, 
and although there is a recognition that EBP is more restrictive in scope in terms of 
research, the capacity to practice freely is redeeming. As Claire observes: "We are 
quite tightly reigned, but it doesn 7 stop my practice too much in the work that I  am 
doing. ” (Clare)
Similarly, Sarah has the liberty to negotiate boundaries in accordance with EBP to suit 
the client, the organisation and EBP. This is experienced as balance, and although she
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describes it as “pressurising,” the experienced is satisfying because it is fulfilling her 
personal belief in the clients need: "To try and find  the needs o f the client, based on 
evidence, whilst accommodating organisational rules and regulations, and means. ”
In conclusion, the interaction process is about the participant finding where they fit 
with EBP between the demands of their environment, and their conscience. This is 
done in two ways, with a more intellectual negotiation in “conceptualisation” and by 
trying EBP out in “experimentation.” Both of these stages inform the experience that 
the participant has of EBP.
Resolution.
Coming to the bottom of the diagram, “Resolution” is where participants come to 
some conclusion on EBP. This involves not only an idea of where the participant sits 
in relationship to EBP in the present and future but also how the individual will react 
to the demands that EBP is perceived to place upon them. This has been characterised 
broadly as experiences that are compliant or adherent to EBP and experiences that are 
resistant. Although these might seem like juxtaposed processes, accounts suggest 
these processes form a balance with each other, with their being resistant drawbacks 
to compliant behaviours, and the vice versa.
Compliant/Adherent.
As has been seen in the interaction stage, the direction of the team the participant 
comes from is a powerful determinant in their experience of EBP. It seems no matter
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what the extent of reservation the participant has regarding EBP, the continued 
presence of a team that stresses its application and importance induces a lasting 
experience of acceptance:
"My feelings have changed, that helps with you accepting o f certain things. ” This is 
phrased as being a “given” as well:
"I very much do think o f it as being a given, and I  think that, no matter what one 
might believe about it, there is the issue [o f EBP]. ” (Tara)
Acceptance seems to include ideas of resignation. The feelings arising from this 
involve irritation and frustration: "Its irritating and frustrating, but you have to work 
within those parameters. ” (Tara)
Part of this irritation and frustration results perhaps from the experience of the 
clinicians expertise being ignored, or over-ruled, as Kate observes: "Ithink that’s kind 
o f what’s ignored. ..... the personal expertise or the, would you say the personal 
judgement o f the clinician. ’’ (Kate)
An aspect of this is perhaps also dis-empowerment, here Clara reveals that following 
a manualised treatment feel like being reduced to teaching the therapy: "I haven’t 
done this training, to be like, a school teacher. ’’ (Clara)
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Despite the feeling of dis-empowerment there is the attraction of the safety that 
adherence brings in a team where it seems apparent that there is a threat of not 
following EBP:
"Wanting part o f that uncertainty to play by the rules and actually be above criticism. 
.... has kind o f  helped to keep that structure in place. ” (Kate)
The presence of a team that directs the participant to evidence based practice seems to 
internalise in the participant. Here it is expressed through the idea of “crystalisation”:
"I think it sort o f  crystalised at the end. ” (Kate)
What is particularly interesting in Kate’s experience, and suggestive of the EBP 
directive internalising, is it continuing to exert considerable influence long after she 
has left the presence of the team in which she recognised it. Now in private practice: 
"Coming into private practice and bringing that with me, I  suppose, that idea that 
erm, that ethical practice would primarily be CBT within an NHS setting. ” (Kate)
Similarly, Tara seems to put her reservations and differences of opinion with evidence 
based practice to one side and “resolves” to espouse her team’s position on EBP when 
fulfilling her teaching and supervision duties:
"When I  do training or other work.. ... I ’m quite oppositional, with CBT ideas........
. I ’m likely to be quite pushy and so, trying to convey that message because I  feel that, 
fo r me it was a very hard lesson to learn. ’’
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She seems to do this because of a sense of their being no choice in her situation, 
captured in the idea of having to change in order to survive in the NHS: "When I ’ve 
learned all this stuff and there’s a lot o f  things that I  need to do very differently, in 
order to survive in the NHS reality. ’’
Interactions that involved recognising EBP to be less broad than the participant’s own 
ideas and beliefs on psychotherapy and mental life, but where there was less direction 
from the team towards EBP, are characterised by compartmentalisation. Here the idea 
of compartmentalisation, or EBP being one particular part of the work of the 
participant, is spoken about in terms of being a domain:
"I suppose it can be thought to be a domain. ’’ (Clare)
Resolution according to “compartmentalisation” seems to involve a degree of 
incorporation, EBP becomes part of a wider job: "This is what the NICE guidelines 
recommend, this is what we need to provide its your job. ’’ (Sarah)
This is summed up in house metaphor where EBP is the mortgage. There is the 
comfort and security of the house, with the negotiable restriction of the mortgage:
"A mortgage can give you the security o f a house and it can give you structure and 
you go and pay the mortgage every month, but also you can change the mortgage, 
and it can be negotiable. ’’ (Claire)
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Alternatively, for those who had a sceptical recognition of EBP, whose interaction 
with it did not seem to change their negative outlook on EBP, and where there is little 
perceived enforcement of EBP, participants’ resolution is characterised by non­
adherence. Robert, marries those parts of EBP which he thinks might be effective in 
client work with his clinical interests:
"Really moulding the therapy, to kind o f  gauge my own interests, my own 
backgrounds, but also bringing the research how it will perhaps guide our practice. ” 
(Robert)
The idea of following a directive based therapy program would for Robert feel 
strange, awkward and abandoning: "[I]t would mean that I  would abandon and leave
the client on the side and look at all this evidence based practice that to me
feels, awkward, laborious, unnecessary, strange. ”
Other experiences show a specific adherence to EBP where it is asked for: "Unless a 
client is explicitly asking. ... can we work on a specific strategy to reduce this. ” 
(William)
Either following a more EBP approach, or going with his own beliefs about what is 
most useful to the client, is an experience which is characterised as being 
uncomfortable, a tension: "I don 7 feel comfortable eitherway, i t ’s a tension. ” 
(William)
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For participants still in training there is the contemplation of what resolution will 
entail in the future. There is the anticipation of what working will be like with an EBP 
influence and how they will feel about adherence. Clara predicts: "I also need to 
acknowledge that I  also probably will be working in the system when I  graduate that 
requires me to use it as the basis o f all my work. ” (Clara)
The anticipation seems to be dependent on what the trainee participant has discovered 
so far about EBP, and how their interaction with it has been experienced. This sets up 
their expectations for EBP in the future. For Clara, despite her experience of EBP 
being moderated through experimentation, she still imagines conflicts working within 
the NHS EBP system: "There’s going to be major conflicts fo r  me there. ”
She imagines her response to this might be one of acceptance, and having to work 
with EBP in NHS settings, with private practice offering her more freedom. This 
reflects elements of participants who experienced considerable direction, or found 
EBP was part of the job they adhered to in “resolution”, carrying with them broader
ideals: "Tm going to have to compartmentalise that and in my private practice
have free reign over what I  want to be doing. "
Ben however, has a permissive and flexible perception of EBP. He seemed resolved to 
continue with his belief in EBP and it from its sceptics:
"I mean people make a big issue o f  it being inflexible and rigid and dogmatic, but i t ’s 
not. ” (Ben)
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Resistance.
The other side of “Resolution” on the diagram is resistance towards EBP in the 
accounts taken. Resistant experiences are reservations that remain about EBP that 
continue to operate for the participant after the interaction stage, they range from 
attitudes or behaviours that are experienced as being contrary to EBP to negative 
experiences resulting from adhering to EBP.
All participants wanted to see broader methods of evidencing and more evidence for 
other therapies, irrespective of the degree to which they seemed to approve or 
disapprove of EBP. As Ben illustrates: ‘T like to see more evidence fo r  systemic and 
psychodynamic therapies collected either by you know, outcome studies, or 
qualitative accounts. ” Sarah focused on different types of evidence: "Need to focus 
on ways we can get different types o f evidence, that’s the way I ’d like to see EBP 
going. ’’
Participants seem to experience a fear that other therapies would be threatened if they 
were not accepted into EBP. Clara speaks of the danger: "To delete certain therapies 
out o f the system and NHS is quite dangerous. ’’
For those participants who seem to compartmentalise, and call EBP part of their job 
as part of adherence, the resistance stage seems to indicate those parts of their broader 
thinking that are excluded from the compartmentalisation. Their accounts suggest 
perhaps a degree of detachment from those other interests and beliefs: "Iprobably
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take a rather detached view and sit back, ostrich like, and that’s not my business. I ’m 
too busy here. ’’ (Clare)
Alternatively, a very different experience uses the breadth of the participant’s 
knowledge and attitude to form a strong resistance to EBP. William speaks of 
subversion: "Part o f  my job Ifind  is to try and subvert that as much as I  can. ’’ By 
knowing the research evidence: "Knowing the evidence as much as I  can in order to 
then argue that piece o f evidence does not apply. ’’
The drawbacks of this position seem to be that without EBP guidance, or perhaps 
defying it, there is great uncertainty about whether the therapy carried out is 
appropriate: "You don’t feel certain that you ’re ever doing it right, with any client, 
and I  think that is the downside. ’’ (William)
William also seems to feel anxiety regarding not complying, however, more often 
than not this is dealt with in a mocking fashion: "Someone from the Sainsbury’s 
Centre fo r  mental health turns up and finds you not to be evidence based, and you ’II 
be deleted, rather like the cybermen, or the darleks. ’’ (William)
To conclude, despite a wide range of experiences that were found, all participants 
seem to go through distinct processing of EBP in Recognition, Interaction and 
Resolution. These main processes of the diagram seem to contribute to an overall 
experience of the participants’ whilst addressing the elements of it they identify, how 
they grapple with those associations in reference to their beliefs and values, how they 
choose to act and experience that acting. Participants have a wide variety of
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experience, ranging from enthusiasm to fear and often it seems that elements of EBP 
cause tension with firmly held principles.
Reflections: I  think my first reaction to EBP was fear. At that time it was early in my 
training, I  understood EBP to impose interventions I  was untrained in and it was 
anxiety provoking and fearful to consider I  was giving the "wrong” therapies and 
should be using EBP ones. The apprehension o f a "right way” o f doing things and an 
imposition o f  guidelines was also present. It was this apprehension that I  feel 
developed more into anger as Ife lt EBP threatened non-backed therapies. This 
worried me as I  believed it was dangerous to limit the variety o f understandings we 
could use fo r  mental life. (I reflect later on how Ifeel this effected my interpretation). 
These feelings have been moderated though, like in the "conceptualisation ” section o f  
the theory, through experience. I  have seen in some settings that EBP can be applied 
as I  read it should be intended, as not closing down on therapeutic options but 
providing research supporting therapies where presentations occur. This makes me 
hopeful that in the future EBP may enter my work helpfully. Ifear though some o f  the 
instances described in the study that EBP will be applied as "rigid rule and not as a 
guideline” (Tara). I  feel this wondering about where my future will lie in relationship 
to EBP in the workplace is reflective o f  the tensions Ifee l when regarding EBP as 
government policy. I  am torn between thinking o f it as a noble endeavour and a 
method o f control. On the one hand Ifee l EBP has inevitable difficulties in 
translation and application from medical and empirical models, but I  feel it is difficult 
to conceive o f any other way o f structuring EBP. I f  I  feel that this is understood at 
some level, that the system is not flawless, and because o f this the judgement o f the
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clinician is vital in bridging the gap between evidence and practice, which involves 
the retention o f therapeutic choice according to assessment and formulation, it feels 
as i f  EBP can be a useful, helpful body o f information. I  sometimes feel though, as 
sometimes I  hear in examples from this study and circumstances similar to it, that 
EBP research and ideology acts as a justification to enforce therapeutic methods 
irrespective o f the assessment and formulation o f  the presenting client. This leaves me 
feeling suspicious o f the motivations o f implementing such a policy, and fearful I  may 
end up in a situation where I  feel my clinical judgement cannot be used in the best 
interests o f the client.
I  wanted to research therapists ’ experiences because o f  the wide ranges o f opinion 
expressed regarding EBP, and be able to document and come to some understanding 
o f how people reach the position on it they choose. As you can see here this reflects 
my own struggle with evidence based practice, what I  perceive o f it and my believes 
about its application.
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Discussion.
The aim of this study was to examine and propose a localised theory to explain
therapists’ experiences of EBP. Due to time constraints, too small a sample was
recruited to obtain saturation. Conclusions here have to addressed tentatively.
Some points that arose from this study were:
1) People define and regard EBP according to the way it is introduced to them and 
how it is maintained and represented in the workplace 
(Recognition/Identification).
2) The influence of permissive and directive environments on the participants: 
Directive teams seem to enforce adherence that internalises (crystalisation) in the 
therapist; permissive environments seemed to lead to a sense of integration of 
EBP with other work and thinking.
3) That the experience of EBP was a matter of negotiation with the individuals 
beliefs, ideas and practice (Interaction).
4) That in some circumstances the negotiation involved EBP’s fit with the 
participant’s beliefs about evidence. That EBP did not constitute everybody’s 
view of evidence, leading to the negotiation of the overlap or disagreement.
5) That people behave in a great variety of ways adhering or resisting EBP.
6) That everyone wished to see greater evidence used and more therapies include in 
EBP.
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The proposed model can be considered in relationship to cognitive dissonance theory 
(Festinger, 1957). Festinger (1957), describes that people prefer their behaviour, 
attitude and thought to be consistent with one and another. Where there are 
inconsistencies in attitude, behaviour or thought dissonance develops; people become 
uncomfortable with the imbalance. Confronted with this imbalance people either 
change their attitude or explain their behaviour with a thought that is consistent with 
their attitude. Specific to the proposed grounded theory of therapists’ experience of 
EBP, the emergence of EBP seems to generate thoughts and appraisals at 
‘recognition/identification’. As I describe, at ‘interaction’ these appraisals meet with 
the belief and understanding of the participant, which may reflect their attitude. This 
stage involved dissonance evident in the struggle that some participants experienced, 
with participants negotiating how reconcilable the tenets of EBP were with their own 
belief. Conclusions at this stage, which become on going at ‘resolution’, do seem to 
suggest attitude change in some circumstances, such as Clara finding a more positive 
attitude than her conceptualisation suggested when witnessing the benefits of EBP 
backed therapies in experimentation; and this deals with the dissonance of having to 
practice according to EBP which is out of keeping with a more humanistic value base. 
Equally, cognitions around ‘its part of my job’ seem to remove cognitive dissonance 
when a participant’s attitude is largely not in keeping with appraisals of EBP. In these 
circumstances participants seem to rely on their attitude towards their duty or their 
job, to remove the dissonance created by the mismatch of EBP thoughts with their 
psychotherapeutic or epistemological belief, or attitude.
Related to a major common theme of this study, calls for the adoption and inclusion 
of qualitative methods into EBP’s research hierarchy are echoed widely in the
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literature. Such calls come mainly from authors and psychotherapies which have been 
left out of EBP (Lamer, 2004; Kazdin, 2003). However, there is also some evidence 
of calls for qualitative research methods inclusions in publications which are 
promoting of EBP (Mcleod, 2000).
Limitations.
As part of the broader difficulty identified with not obtaining saturation, it is 
interesting to question whether other experiences would have altered the patterns and 
processes identified. Accounts suggested there were individuals who wholeheartedly 
believe in and adopt EBP to an extent that was not witnessed in the experiences of our 
participants. Perhaps these experiences are less about an negotiation of the principles 
of EBP and one’s values and beliefs but perhaps an identity foreclosure around EBP, 
of adopting EBP as one’s values and beliefs. This might be a very different process. 
Other professions not recmited were medical practitioners such as psychiatrists and 
nurse practitioners. Given their experience with the medical model and its similarity 
with EBP these individuals may have experienced a smoother integration of EBP, or 
perhaps a process where previous training and ideologies inform an emerging 
psychological EBP experience.
The other main limitations of this study involve the participants used and the 
researcher’s own bias.
Participants are people known to the researcher, or to the researcher’s supervisor. This 
enabled some certainty when selecting participants of diverse opinion and
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background, as their occupations, settings, methods were known to the researcher. 
Alternatively, it may have limited the sample available and could possibly have 
resulted in compliance effects during interviewing.
The researcher’s own bias may have come into the analysis. The researcher has 
studied EBP for some years and has formed his own assumptions. Whilst this offers a 
knowledgeable perspective, it may also have caused some bias with the assumptions 
the researcher has formed. The researcher attempted to curb this limitation with 
supervision during the analysis, which offered a different perspective of the 
researcher’s reading and analysis of the transcripts.
The author further attempted to limit this bias by requesting feedback from 
participants as to whether the proposed theory reflected and resonated with their 
experience. Of two contacted one replied saying it captured well her experiences, 
resonated with her views and was a “model that works and is internally coherent.”
The researcher’s own reflections over his time also studying EBP served to highlight 
his preconceptions.
I  feel that I  learned a lot about the assumptions and values I  brought to this study 
though my previous attempt to interpret the data I  had collected and write it up. What 
I  took from the feedback on the previous write up was that it emphasised too heavily 
whether participants continued to use their chosen methods, or changed to EBP 
backed therapies. When given time to consider this, I  recognised this was a 
manifestation o f my own beliefs regarding the more political dimension o f  EBP. I
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have since my first year noted how I  thought the favouring o f given methods was 
narrow and how I  hoped the breadth o f methods would be retained. Ifeel 
approaching the previous attempt at this study that this concern o f  mine lead to too 
heavy a concentration on whether EBP was determining therapists ’ treatment choice, 
or causing them undue concern in their method selection, and that this concern 
coloured the whole o f the analytic process.
Aware o f my biases I  hoped to bracket them when re-writing and re-interpreting this 
study. I  feel the experienc, the coercion, surrender, acceptance, restraint, excitement, 
has been captured within the accounts o f  how therapists decide their theoretic model 
in relation to EBP. I  also feel the processes o f experiencing EBP have been described 
o f themselves, and without being coloured by my own interests o f whether or not EBP 
was adhered to or not.
Implications
This study carries some implications for EBP. This study seems to indicate that 
beliefs and values are a powerful moderator of individuals’ experiences of EBP, as 
they are in any other area of life. Interaction showed powerful feelings of tension, 
approval and disapproval resulting from EBP’s relationship with participants’ values 
and beliefs. It may also be the case that negotiations at interaction determine the 
individual’s adherent or resistant resolution towards EBP. This implies that EBP must 
engage with practitioners’ beliefs and values if it is going to obtain adherence, or 
obtain it in such a way that retains the enthusiasm and contentment of the practitioner. 
This study seems to indicate that this might happen in two ways. Firstly, that EBP
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might adopt wider ranges of evidence more inclusive to therapies that participants 
considered excluded, such as psychodynamic. All participants, regardless of whether 
their overall experience of EBP could be characterised as positive or negative, wanted 
to see wider evidence used and more evidence for a broader range of therapies. 
Secondly, EBP needs to be disseminated to managers and teams in a flexible way that 
retains the autonomy and judgement of the practitioner, as opposed to a situation 
developing where EBP is perceived as restrictive and controlling. This means 
educating teams and managers to enable practitioners to perform exactly those duties 
EBP declared it would retain, psychological assessment and therapy based on it, 
informed by EBP.
The quality of this study is in its engaging with the topic, completeness in 
interpretation (albeit with a small sample), transparency in detailing the research 
process, of holding a research narrative (Yardley, 2000), owning one’s perspective, 
grounding in examples and hopefully resonating with readers (Elliott et al, 1999).
Grounded theory as a choice of methodology provided an account of people’s 
experience with the explanatory power of theory. This is helpful as it proposes a 
tentative theory which illuminates the reasons for the wide range of reactions to EBP 
found in the literature.
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Fig. 1. A grounded theory of therapists’ experiences of Evidence Based Practice.
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N.B. University of Surrey headed paper was used for all 
forms that were given to participants.
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Information Sheet.
As you will be aware, Evidence Based Practice is a current trend within 
psychotherapy, which is having increasing influence in a range of therapeutic settings. 
As a therapist, this study aims to explore your experiences of Evidence Based 
Practice, and how it has effected your work and thinking. Through accounts of 
experiences such as your own, this study aims to reach an understanding and localised 
theory of whether, and how, psychological therapists incorporate Evidence Based 
Practice into their work and thinking.
As an individual practising psychotherapy you will be asked a series of questions to 
explore your experiences of evidence based practice on your thinking and work. The 
interview in which you account for your experiences will be taped, in order for a 
verbatim transcript to be produced
You will also be required to complete a demographic questionnaire in order that the 
researcher is informed of your background. This is used in considering the account of 
your experiences at analysis, and also for sampling purposes.
Your identity will be protected at all times in the write up and analysis of this study. 
Your name will be anonymised. The names of your colleagues, any places you speak 
of, or any other identifying information will be either anonymised or omitted from the 
transcript or written report.
Although this study examines government health care policy in the form of evidence 
based practice, questions will regard your work and practice, and therefore will be of 
a personal nature.
It is your right to withdraw from the study or interview at any time, or for any reason, 
and simply do so by telling the researcher.
By signing the attached consent form you are giving your permission for the use of 
your account, and your demographic information, in the researcher’s exploration of 
the experiences of evidence based practice. This exploration is part of a practitioner 
doctorate course, and the data you provide will be used in a research project and 
submitted to external and internal examiners. This project may also be submitted to 
journals for publication.
The University of Surrey School of Human Sciences ethical committee has confirmed 
the ethical integrity of this study. However, any complaint or concern about any of the 
aspects of the way you have been dealt with during the course of the study will be 
addressed; please contact Ricardo Draghi- Lorenz, Course Director available through 
the university’s general extension:- (01483) 300800.
All data held in accordance with the 1994 Data Protection Act.
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CONSENT FORM
Title o f Project:
“Psychotherapists experience of Evidence Based Practice: A grounded theory 
exploration.”
Name of Researcher:
Richard Wilkes.
Please initial box
1. I confirm that I have read and understand the informatio 
sheet for the above study 
and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I 
am free to withdraw at any time, without giving any 
reason.
3. I agree to take part in the above study.
Name o f  Participant Date Signature
Researcher Date Signature
All data will be treated in accordance with the 1994 Data Protection Act.
259
Demographic Questionnaire.
Name:
Age: 15-25
26-35
36-45
46-55
56-65
65+
How would you describe your ethnicity?
What is your country of origin?________
Occupation:________________________
Setting:___________________________
Location of work:
Other Occupation/Other work:
Location of other work (if applicable):
Time spent employed by the NHS: 
Psychotherapeutic discipline used:
Psychotherapeutic discipline(s) trained in:
Type of training (PsychD, Msc. DipCounselling, PhD.)
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Place(s) of training:
Time since initial Training:_______ years months.
How do you keep informed of professional developments: 
Journals
Conferences
Seminars
Other (please mention)
All details will be treated in accordance with the 1994 Data Protection Act.
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Interview Schedule.
1 .First, a general question, could you tell me about your experience of 
(psychology\psychotherapy,) where you have worked, what settings and client groups 
you have worked with, and how these experiences have been for you?
2. What ideas and theories are most relevant to you in your practice?
3a. What do you understand by EBP? Inserted 14/3/07
3. Can I confirm that you are engaged with EBP/the debate to some degree?
4 .1 wonder, what impact has Evidence Based Practice had on your experience in 
(psychology/psychotherapy) and the way you practice?
5. How have you found this? Have you found Evidence Based Practice 
complimentary/reconcilable/irreconcilable the ideas that inform your practice?
-if suitable with:- It sounds as if  you feel the ideas that inform your practice are 
complimentary/reconcilable/irreconcilable with Evidence Based Practice.
6. Has the implementation of Evidence Based Practice affected your work and 
practice in any other way?
- How has that been for you?
7. Given your experience of Evidence Based Practice, (what/ are there any) alterations 
could be made to make it more engaging/improve it? How could it be made more 
accessible? (or are there other ways you feel professional accountability could be 
better delivered?)
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Email from COREC.
Windows Live Hotmail Print Message Page 1 o f 3
RE: p oss ib le  application
From: Q ueries (queries@corec.org.uk)
Sent; 26 October 2006 12:10:10
To: 'Richard Wilkes' (phoenlxl20382@hotmall.com)
Thank you.
The following reply has been  provided by Jo  Downing, Information Officer 
Thank you for your query.
When asked to advise on th e  requirement for ethical review by an NHS Research Ethics Committee (REG) 
we consider the  information sent to u s and use  the  remit of NHS REGs to reach a conclusion.
B ased on the information provided, a s  the subjects are selected outside of the NHS this study does not 
require review by a NHS REC. The main remit of NHS REGs, as se t out in paragraph 3.1 of the Governance 
Arrangements for NHS R esearch Ethics Committees (GAfREC), is to review research involving NHS 
patients. GAfREC is available on our website a t www.corec.org.uk/applicants/help/guidance.htm
^ th ough  independent ethical review by an NHS REC is not necessary  in this case , all types of study 
involving human participants should be conducted in accordance with basic ethical principles for example 
informed consent and respect for the confidentiality of participants. When processing identifiable data there 
a re  also legal requirements under the Data Protection Act 2000. When undertaking a  study of this kind, the 
investigator and his/her team  are responsible for considering the ethics of their study with advice from within 
their organisation. You may find it helpful to discuss your study with the relevant R&D Office and your Data 
Protection Officer.
W here exceptionally an audit or service evaluation is felt to raise significant ethical issues and the host 
organisation considers independent ethical review to be essential, an application may be m ade to an NHS 
REC under GAfREC paragraph 3.2.
I hope this helps.
Regards 
Queries Line
Central Office for R esearch Ethics Committees (COREC)
N ational Patien t Safety  A gency
Website: wvAv,corec.org.uk
Ref; 041/01
An information leaflet on the New Operational Procedures for NHS Research Ethics Committees from 1 
March 2004 is available at
<http:/A»vvw,corec.org.ukfapp!ic3rHs/help/doc5/Guidancs_fo?y,Appiicsrit3 J o  RECs.pdf>. R equest printed 
copies from the COREC office by email to: queries@ cprec.org.yk <mai!to;üucnKs@corôc.org.uk>.
This reply may have been sourced in consultation with other members of the COREC team.
This email and any files transmitted with it are  confidential. If you are not the intended recipient, any reading.
http://by 116w.bay 116.mail.live.com/mail/PrintSheI].aspx?type-TT)essage&cpids=0874... 13/05/2008
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Windows Live Hotmail Print Message Page 2 o f 3
printing, storage, disclosure, copying or any other action taken in respect of this email is prohibited and may 
be unlawful. If you are  not the intended recipient, p lease notify the sender immediately by using the reply 
function and then permanently delete what you have received.
From : Richard Wilkes [mailto:phoenixl20382@ hotmall.com] 
S e n t: 25 October 2006 09:51 
To: queries@ corec.org.uk 
S u b jec t: RE: possible application
T hank  y ou  fo r y o u r rep ly , I had  a lre a d y  co n su lted  th e  d o c u m e n ts  yo u  re fe r  to , an d  w ould be 
g ra te fu l if you  could  p rov ide  fu r th e r  c la rfica tion .
I a t ta c h  th e  A4 d o c u m e n t r e q u e s te d , spec ifics  o f  m y re q u e s t  c a n  be  fo u n d  th e re .
M any T h a n k s ,
R ichard W ilkes
; From: "Queries" <queries@corec.org.uk>
I To: '"Richard Wiikes'" <phoenixl20382@hotmaii.com> 
i Subject: RE: possible application 
\Vate: Tue, 17Oct200613:36:35+0J00
i Thank you.
: The following reply has been provided by Jo Downing, Information Officer
f Thank you for your query. P lease  s e e  our FAQs on our website for information there is a  section on "Do I 
: need ethical approval?” at: httpV/www.corec.org.uk/applicants/tielp.'faqs.htm#approval
i If you are  still unsure a s  to whether your project needs ethical approval, please  email an A4 summary (one 
; side only) to Q ueries Line, stating your request in the covering email, and w e would consider it further for 
I you.
j We u se  the attached table to determine if a  project is research.
' I hope this helps.
Ï Regards 
; Queries Line
: Central Office for R esearch Ethics Committees (COREC)
? National P a tien t S afe ty  A gency
; Website: WWW,cprec.org.uk <hup://wwvv.cor8C.orc.uk>
: Ref: 021/00 ; ..
i An information leaflet on the New Operational Procedures for NHS R esearch Ethics Committees from 1 
; March 2004 is available at
: <t«tp-//www.corfiG.ûîy.uk/applicants/t'ieip/docs/Guidance ,for_ Applicants toJsE Cs.pdf> . Request printed 
: copies from the COREC office by email to: queries@ cprec.org,u.k .<maiito:qu6!t?8«ÿcürsc.org,uk>.
; This reply may have been sourced in consultation with other m em bers of the COREC team.
This email and any files transmitted with it are  confidential. If you are  not the intended recipient, any
http://byl 1 Gw.bayl 16.m ail.live.com /m ail/PrintShell.aspx?typc=message&cpids~0874... 13/05/2008
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Windows Live Hotmail Print Message Page 3 o f 3
■; reading, printing, storage, disclosure, copying or any ottier action taken in respect of this email is prohibited 
and may be unlawful. If you are not the intended recipient, p lease notify the sender immediately by using the 
;reply function and then permanently delete what you have received.
iF rom : Richard Wilkes [mailto:phoenixl20382@ hotmail.com] 
iS e n t: 17 October 2006 13:20 
To: queries@corec.org.uk 
[S u b jec t: possible application
[Dear Sir/Madam,
i I have a project in the pipeline and am unsure as to whether it would need COREC approval, who would be the best person(s) to 
; email to receive confirmation?
i Yours truly, 
i Richard Wilkes
ifhls email has been scanned by the Messagelabs Email Security System. 
iFor more Information please visit http:,//www.messagelabs.com/email
Î ><< AuditorResearchtable.pdf >>
H ear a b o u t la te s t  n ew s  a n d  fre e b ie s  firs t w h en  you jo in  T he In s id e r  '
This em ail h a s  b een  s c a n n e d  by  th e  M essag eL ab s  Email S e c u rity  S y s te m . 
For m o re  in fo rm ation  p le a se  v is it h t tp :/ /w w w .m e ss a g e la b s .c o m /e m a il
http://byt 16w .bayll6 .m ail.live.com /m ail/P rin tS hell.aspx?typcTnessage&cpids=0874... 13/05/2008
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Letter from SHS ethical committee.
Dr Kate Davidson
Chair: SHS Ethics Committee
University of Surrey
Richard Wilkes
Department o f  Psychology -  PsychD 
University o f  Surrey
7 February 2007
Uni
U n iv e r s ity  o f  
S u r r e y
Guildford
Surrey GU2 7XH UK 
Telephone:
+44 (0)1483 689445 
Facsimile:
+44 (0)1483 689550 
www.surrey.ac.uk
S c h o o l  o f
H u m a n
S c i e n c e s
Dear Richard 
Reference: 86-PSY-06
‘Therapists’ experience of Evidence Based Practice: A grounded theory exploration
Thank you for your submission o f the above proposal.
The School o f  Human Sciences Ethics Committee has given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely 
Dr Kate Davidson
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